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SIDKg EFFECTS 


Can they be erased... 
from effective relief 


in Bronchial Asthma? 


Yes, there now is a therapy— 
NETHAPRIN—that gives prompt, symp- 
tomatic relief in asthma and associated 
allergic conditions, and also is essentially 


free from the undesirable side actions of ephedrine. 
Clinical tests show NETHAPRIN can be expected 
to provide effective relief . . . increased 

vital capacity . . . better feeling of well-being. 
Yet its bronchodilator, Nethamine, “‘pro- 

duces no noticeable pressor action.” 


CAPSULES 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-in full or half strength. 


CINCINNATI © U.S.A. lHansel, F.K.: Ann. Allergy, 5:397, 1947 
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This new manual for physicians, surgeons and physical therapists presents 
the physiological basis for and the technic for the therapeutic exercise of 
muscles to restore them to maximum functional efficiency. 


It applies such corrective exercise to the aftercare of fractures; other injuries 
of muscles, bones and joints; and the aftercare of orthopedic surgical patients. 
It describes in detail its particular value in the treatment of poliomyelitis 
and in chronic neurological disorders such as multiple sclerosis, Parkinson’s 
disease and hemiplegia. 


It discusses the highly satisfactory results which have followed use of such 
exercise in the rehabilitation of arthritic patients, and in treating industrial 
injuries as well as athletic injuries. 


The numerous drawings and photographs of specific exercises serve as a 
working manual for technicians. All technics are illustrated and described. 
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Quick Psychotherapy 


THERE are many patients who can be tremen- 
dously relieved and sent off happy with their 
same trouble but with a different and more re- 
assuring label for it. For instance, an intelligent, 
well-to-do woman came into a doctor’s office 
with a few aches around her joints and in her 
muscles. She was much frightened because her 
mother for years had been crippled in bed with 
a severe form of rheumatoid arthritis. 

All the doctor did for the patient was to show 
her that she had no deformity of any of her 
joints, no bone changes in the roentgenograms, 
and a blood sedimentation rate that was very 
low. He said, “All you have is a fibrositis which 
will never cripple you.” As she left, the woman 
said, “Isn’t it remarkable; here I go home with 
my same little pains and stiffnesses, but perfectly 
happy; I just swapped names for my disease!” 

Another patient, a man, came in scared to 
death because his doctor had found a moderate 
hypertension. Apparently the doctor was a bit of 
a pessimist because he had viewed this with con- 
cern, and proposed to take away all the man’s 
salt, his meat, his tobacco, his alcohol, his golf, 
and most of his work. He had told the man not 
to drive his car, not to go up stairs and not to 
touch his wife! 

The consultant checked him over and said, 
“Look, you could not know this, but there are 
4 types of hypertension. Type 1, such as you 
have, is mild; it does not need any treatment, 
and it will probably not even shorten your life. 
It may never produce any symptoms. The 
chances are that when you die, it will be of 
something else. Type 2 is more severe, but that 
also is compatible with a fairly long life and 
no symptoms. Type 3 is a serious disease; it will 
usually greatly shorten life and it commonly 
stops a man from working. Type 4 is the malig- 
nant form of hypertension which kills rapidly.” 
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The man said, “That is all I need to know,” and 
he took his hat and went home happy. He had 
thought that all hypertension was the same— 
bad and dangerous and soon fatal. 

Another man came in almost hysterical with 
fear. He had just been told that he had diabetes, 
and this had knocked him out because in years 
past several of his relatives had died with severe 
forms of the disease. On examination he was 
found to have the mildest type, easily controlled 
by an ordinary reduction diet such as the man 
needed to keep from getting too fat. Moreover, 
the fellow was 55 and the trouble had only re- 
cently appeared. The doctor pointed out that 
there are several grades of diabetes, and that he 
had the mildest of all. He had little to get ex- 
cited about. With ordinary dietary care he could 
probably live out his life as if he hadn’t any dis- 
ease. He went away happy. 

Another man came in frantic with anxiety 
because his son, age 20, had been found to have 
a large amount of albumin in his urine. The 
local physician, never having been taught prop- 
erly in college, had diagnosed a severe form of 
Bright’s disease, had given a bad prognosis, and 
had proposed drastic treatment. 

The consultant noted that the young man did 
not look at all ill, he felt well, and he had been 
playing tennis and working hard. His blood urea 
and creatinine were normal, his urea clearance 
was perfectly normal, his hemoglobin reading 
was high, his serum proteins were normal, his 
blood sedimentation rate was low, his urine con- 
tained no excess of red blood cells, the heart 
was normal, the blood pressure was normal, and 
the backgrounds of the eyes were normal. 

On questioning the father, the doctor found 
that the young man had had nephritis when, in 
childhood, he had had scarlet fever. Since then 
he had been well. Accordingly, the doctor said, 
“This young man hasn’t nephritis; what he has 
is the scar of a nephritis which he had years ago. 
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I don’t see any reason for being acutely anxious 
about him now, and I see no indication for treat- 
ment.” 

Again, an anxious man went home happy, 
with another name for his son’s disease: not 
“nephritis” but the “scars of a nephritis.” 

There are innumerable cases like this in 
which a wise physician can do so much good 
and can restore peace of mind and hope to 
people. Many a time the old family doctor, with 
his years of observing disease, will sense that a 
patient is not ill and will say so, and it will be 
the young internist in the city, depending on 
laboratory tests, who will make the mistake of 
being a pessimist. 

The sad feature about these conflicts of opin- 
ion is that occasionally when the patient goes 
back and tells his home doctor what the consult- 
ant said, the local man, being human, and per- 
haps fearing that he may be blamed a bit or 
may lose face, gets angry. He will maintain that 
his view is the correct one, and will insist that 
the patient should go ahead and submit to stren- 
uous treatment. 

Then the poor patient will be all at sea, and 
this will be bad for him, for his physician, for 
the consultant, and for medicine in general. A 
wise home physician will rejoice with the pa- 
tient over the more cheerful diagnosis and prog- 
nosis, and then everyone will be happy and 
friendly. 

A wise physician never volunteers a bad prog- 
nosis if he can help it. It does no good to any 
one, and it can greatly hurt the doctor’s repu- 
tation and the family’s liking for him. Even 
when it turns out that the doctor was correct in 
his bad prognosis, the making of it will prove 
to have been unwise because the family will al- 
ways resent it. 


Hemiplegia with Infarction 


Every SO OFTEN one sees a patient who appears 
to have had a heart attack, with pain in the 
thorax, but soon it becomes evident that he has 
a number of mental changes and perhaps some 
weakness of the hand or side of the face; also 
the electrocardiograms may fail to show any sign 
of cardiac injury. In such cases, the diagnosis 
must be that of a cerebral thrombosis. 

In other cases, one will find both the signs of 
a coronary thrombosis and a small stroke. Often 


in the past, physicians have assumed that the 
small stroke was produced by an embolus coming 
from the heart. Recent studies by W. B. Bean, 
G. W. Flamm, and A. Sapadin in the American 
Journal of Medicine for December, 1949, showed 
that at autopsies on some of these cases, the 
lesion in the brain proved to be due to throm- 
bosis and not to embolism. The impression was 
that with the shock of the coronary thrombosis, 
blood vessels in the brain also became throm- 
bosed. Doubtless, the same atherosclerotic lesion 
which caused trouble in the heart caused trouble 
in the brain. 


Parental Approval 


Tue occasional general practitioner who clings 
to the notion that the American Medical Asso- 
ciation has forsaken the welfare of his important 
segment of the profession in its preoccupation 
with matters of high politics can take comfort 
and reassurance from the rather unprecedented 
action of the parent medical body at its last 
meeting. 

When the House of Delegates adopted, with- 
out a dissenting vote, a resolution introduced by 
Dr. Henry B. Mulholland, of Virginia, com- 
mending the American Academy of General 
Practice for its energetic program, it distin- 
guished this newcomer among the important 
medical organizations of the country as no similar 
body has been. Not only did the top policy-mak- 
ing body express approval for the Academy's em- 
phasis upon postgraduate study, it also endorsed 
its program, as set forth in the official manual 
of the Committee on Hospitals, for integration 
of general practitioners in hospital practice. 

Here is an event of great significance. It is 
evidence, for all to see, that the Academy has 
achieved a conspicuous eminence in the short 
space of three years that has earned for it a prom- 
inent position in the citadel of medicine. It proves 
that its purposeful program has received the ap- 
probation of some who were perhaps inclined 
to look with disdain upon this bold new develop- 
ment in the world of organized medicine. Most 
important, we believe, it shows that the few per- 
sons in the upper councils of medicine who were 
originally apprehensive about the spontaneous 
movement that led to the founding and the re- 
markable growth of a national organization for 
general practice lacked vision and understanding. 
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In an extraordinarily short space of time the 
Academy has shown that there was need for a 
collateral organization representing general prac- 
tice, working within the established structure of 
organized medicine, just as there is for special- 
ties. It has shown that it has leaders within its 
group possessed of enlightened vision who are 
capable of conceiving and conducting a program 
of high purpose for the good of all medicine. In 
short, it has shown that there was a job to be 
done, and that this organization alone could do it. 

The reaction of Academy members to this 
development should be one of both pride and 
gratitude. They are entitled to a justifiable pride 
in the accomplishments of their young organiza- 
tion. At the same time they should be grateful 
to the parent organization for a helpful and en- 


couraging pat on the back. 


Antipolio Element in Human Milk 


Recentiy Dr. Albert B. Sabin of the Children’s 
Hospital Research Foundation of Cincinnati re- 
ported a most interesting discovery which may 
perhaps be the key to the solution of a terrible 
problem. What Doctor Sabin has found is a 
substance in the milk of about 75 per cent of 
mothers and in the milk of an occasional cow, 
which will protect a baby from polio anywhere 
from one month to 340 days after birth. 

This discovery can explain why in those parts 
of the world in which the mothers nurse their 
babies for three or four years, small children do 
not get paralyzed. 

When the substance from the milk is mixed 
with the virus of polio and injected into the 
brains of mice, none of the animals get para- 
lyzed. Everyone will watch with great interest 
for further reports on this substance in milk. 


Collagen Diseases 


PRropaBLy many a physician today wonders what 
this new collagen disease is that he is hearing 
about. Actually it is a group of diseases, all of 
them puzzling and obscure. One thinks of the 
endocarditis of Libman-Sacks disease, rheumatic 
infections, periarteritis nodosa, scleroderma, der- 
matomyositis, rheumatoid arthritis, and lupus 
erythematosus. 

What interests the pathologist is that often 
these diseases appear to be somewhat related, or 
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they shade one into the other, or the pathologic 
findings are similar. The causes are not known, 
the prognosis is usually bad, and there is no 
known treatment. In many cases the trouble 
seems to start in the blood vessels, and the injury 
there seems often to be allergic in nature. Be- 
cause the destructive lesions in the arteries may 
appear in any part of the body, the symptoms 
of the disease are protean and often puzzling. 

One should suspect one of these diseases 
whenever the patient has weird and severe symp- 
toms that look as if they belonged to half a dozen 
different troubles. 


Better Lantern Slides 


ONE OF THE most distressing things which one 
sees several times a day at every big medical 
meeting is a set of lantern slides which are so 
poorly made that they show nothing and con- 
tribute nothing to the talk. 

The worst mistake is to try to get too much 
tubular material onto one slide. Then the fig- 
ures have to be too small to be seen, even from 
the tenth row. Also then, there is so much pre- 
sented that no one can get any idea of what's 
there. One might have to study it for twenty 
minutes to get an idea of what it was all about. 
Lantern slides should always have so little on 
them that the figures are large enough to be read 
by people in the back row. 

Another maxim is that nothing should be put 
on a slide that the speaker will not have time to 
notice or discuss. If he has only 10 or 15 or 30 
minutes available for his talk, his slides should 
be few, and each one should serve to bring out 
one or two points. 

One of the greatest mistakes that speakers at 
medical meetings make is to throw on the screen 
a slide with a slanting line across it and then 
not to tell what the ordinates and abscissas are. 
No man should ever show a slide without point- 
ing first to the ordinates on the left-hand side 
and saying, “These figures represent (let us say) * 
leukocyte counts, and these abscissas here at the 
bottom represent hours.” Then everyone can get 
an idea of what the slide means. A hundred 
times at conventions a speaker completely wastes 
his time and that of his audience by showing 
slides which for several reasons are unintelligible. 

One of the great sins of public speakers is to 
try to tell too much in the allowed 10 or 15 


re 


minutes, or whatever the time is. As a result, 
they have to hurry so much that they do not 
leave any outstanding message in the minds of 
their hearers; they leave only a jumble. The 
ablest minister the writer ever listened to used 
to say that if he could succeed in putting over 
one idea in the 20 minutes of his sermon, he 
would be satisfied. We doctors commonly try to 
put over 25 or 30 ideas in 10 minutes! 
Whenever possible, a speaker should present 
his data as a graph rather than as a table. 
Tables often need much study while a well- 
made graph may, in a few seconds, demonstrate 
what a hundred successive measurements re- 


vealed. 


Barbiturate Dermatitis 


In view oF the enormous amount of barbiturate 
prescribing in this country today, it would be 
well for all physicians to keep remembering that 
these drugs occasionally produce an exfoliative 
dermatitis, and rarely, jaundice, leukocytosis, 
and perhaps some fever. 

Naturally whenever a wide-awake physician 
sees a patient with a dermatitis and perhaps 
spikes of fever, and abdominal pain, he should 
think of some drug sensitiveness and should im- 
mediately tell the patient to stop any drugs that 
are being taken. Occasionally when the use of 
the drug is not stopped, the patient goes on 
into a serious or fatal illness. 


Distress After Spinal Anesthesia 


Anyone who has had patients operated on under 
spinal anesthesia knows that some of them have 
suffered for weeks or months afterward with 
distress and discomfort in the legs. Some anes- 
thetists and surgeons disregard these things, but 
they shouldn’t. Others say that these distresses 
occur in 75 per cent of the patients. 
To obtain more information on the subject, 
«Dr. Gunnar Everberg of St. Luke’s Hospital in 
Copenhagen addressed a questionnaire to 875 
patients who had submitted to spinal anesthesia. 
Answers were obtained from 771. Of these, 22.2 
per cent said they had had ill effects. 
It is possible that in some cases patients are 
somewhat allergic to the procaine used. 
It would be well if this matter were thor- 
oughly investigated in this country by someone 


who would record what the patients say without 
bias one way or the other. One difficulty in all 
these studies is that so many patients do not tell 
their surgeon or anesthetist what happened to 
them. They suffer in silence, and wait patiently 
until they get over their difficulty. 


Malignant Lupus Erythematosus 


A STRANGE DISEASE is malignant lupus erythema- 
tosus, often called acute disseminated lupus 
erythematosus. It appears to be related to poly- 
arteritis nodosa and rheumatic fever, and all 
three may perhaps represent a violent reaction to 
some allergen. 

The essential symptoms are prolonged irregu- 
lar fever, involvement of synovial or serous mem- 
branes, with arthritis, pericarditis, or pleurisy. 
In addition there may be failures in the func- 
tions of the bone marrow, with anemia, leuko- 
penia, or thrombocytopenia; also changes in the 
plasma proteins with an increase in globulin; 
renal damage with albuminuria and hematuria, 
and changes in the skin. 


High Eosinophilia in Children 


W. W. Zuewzer and L. Abt (1949) discussed 
the finding in children of syndromes associated 
with a big eosinophilia, and reported the find- 
ing at necropsy in four cases of necrosis, granu- 
loma formation, and marked eosinophilic infil- 
tration in the liver. These changes were some- 
thing like those found in the lungs in cases of 
Loeffler’s syndrome, also with high grades of 
eosinophilia. 

Unfortunately, the cause of the syndrome was 
not discovered. Fortunately, the condition ap- 
pears usually to be benign and self-limited, but 


it may last a long time. 


Focal Infection and Arthritis 


To MANY PHysICcIANs the diagnosis of arthritis 
means that foci of infection should immediately 
be searched for and removed. It would be well 
to remember that there are some types of infec- 
tious arthritis in which a miracle can be ob- 
tained by the removal of tonsils or teeth or the 
cleaning up of a prostatic infection. 

But in many other cases nothing can be ac- 


complished by this sort of thing. Today, experts 
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in the field of arthritic diseases have practically 
no hope of helping patients with rheumatoid 
arthritis by removing foci. 

They also have little enthusiasm about the 
removal of foci in the cases of patients past 55 
years of age who have a more or less senescent 
type of arthritis. In these people the articular 
surfaces of the joints have been irrevocably in- 
jured, and nothing is likely to make the joints 
as good as new. 


Operations for Nervousness 


ALL ABLE PHYSICIANS are well aware of the fact 
that today in the United States a tired, nervous, 
hysterical, or mildly psychotic woman or even a 
woman who belongs in an insane asylum is al- 
most certain to be operated on several times. 
This is a sad commentary on the present status 
of American surgery. 

In 1949, J. Purtell and E. Robins reported 
that 50 women with classic hysteria had been 
operated on an average of 4 times each. Seventy- 
two per cent of the women had lost their appen- 
dix and 46 per cent had lost tubes and ovaries. 
In 1942, R. B. Clarke and L. H. Ziegler reported 
that in a group of 33 psychoneurotic persons 
seen in a mental sanatorium, much needless 
surgery had been done. J. A. McGeorge in Aus- 
tralia, in 1934, found that one out of 6 of 132 
women with hysteria and confined to a hospital 
for mental illness, had received useless opera- 
tions. Usually the operation had been done on 
the pelvic organs. In 1934, J. W. Macy and 
E. V. Allen studied the cases of 200 patients 
with chronic nervous exhaustion and found that 
they had had 289 separate operations. A number 
of other authors have commented on similar ob- 
servations. 

Recently (J.A.M.A., July 15, 1950) Pearl C. 
Ulett and E. F. Gildea, writing from the Depart- 
ment of Neuropsychiatry of Washington Uni- 
versity School of Medicine, reported that 60 per 
cent of a group of 214 women with psychoneu- 
roses had undergone major operations, about 
half of them on the uterus and ovaries. 

Certainly every surgeon in the country ought 
to be making greater efforts to avoid operating 
on persons whose main difficulty is hysteria or a 
psychoneurosis or an actual psychosis. It must be 


admitted that the differential diagnosis is often 
difficult, and often what the physician needs is 
the wisdom to disregard some physical finding 
which is not producing the symptoms. For in- 
stance, when a mildly insane woman has gall- 
stones, the surgeon should leave them alone; 
they are not the cause of her trouble. 

One of the greatest needs in medical teaching 
today is for instruction in the art of disregarding 
findings which have no significance. The wisest 
physician is the one most able to disregard such 
findings. 

Perhaps the main cause of poor surgery in 
America today is the willingness of many doc- 
tors, in puzzling cases, to operate without first 
having a consultation with other physicians. Too 
often, after just getting a short history and per- 
haps punching the patient in the abdomen, the 
surgeon says “Go out to the hospital and I'll op- 
erate on you tomorrow morning.” Sometimes 
even worse, he says, “I'll operate on you this aft- 
ernoon.” 

Under such circumstances one can easily see 
why many a woman who is about ready for a 
rest cure in an insane asylum, gets her appendix 
taken out. 


Methemoglobinemia 


In 1945, H. H. Comty reported on the occur- 
rence of cyanosis in infants caused by nitrates in 
contaminated well water. Since then a number 


of other such reports have appeared. Usually the 


water is used for the making up of a baby’s milk 


formula, and examination shows that it contains 
more than 10 parts in a million of nitrate nitrogen. 
Usually the well is a rather poor one which was 
dug and not drilled, and which is subject to some 
contamination. 

Doubtless, in most cases of methemog'obinemia, 
the proper diagnosis is not suspected. One could 
hardly blame a doctor for not suspecting it un- 
less he knew about this disease. That the syn- 
drome is not rare is shown by the fact that, in 
Minnesota, in two and one-half years, 139 cases 
were reported, with 14 deaths. 

The disease is rarely seen after the first six 
months of life. Apparently it is only an infant 
who is sensitive enough to the nitrates to get into 
trouble. 
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BY DERRICK VAIL, M.D. 
Chicago, Illinois 


As the practice of ophthalmology is clearly related to the practice of 


medicine, oculists and general practitioners must work together. 


Particularly in differential diagnosis, the general practitioner should be 


familiar with conjunctivitis, iritis, acute glaucoma, exophthalmos, 
the eye with limited or disturbed motion, and intraocular troubles. 


THE GENERAL PRACTITIONER should be able to 
recognize the common diseases of the eye, for he 
often sees them in his daily practice. With this 
in mind, we shall touch on some of the eye 
changes most frequently encountered and at- 
tempt to set down some of the newer thoughts 
that should be helpful in recognition, diagnosis, 
and treatment. 

First, we shall consider the red eye which may 
be painful or may not be seeing well. There is 
no need to discuss the obvious inflammatory 
lesions affecting the lids, such as chalazia, styes, 
blepharitis marginalis, and insect bites, for every 
general practitioner is familiar with their recog- 
nition and treatment. Dermatitis venenata, af- 
fecting the lids, is a common allergic condition 
and its treatment requires recognition and elimi- 
nation of the sensitizing agent. Cosmetics, in- 
cluding nail lacquer, are often a cause of trouble 
and one should always ask if a new cosmetic has 
been used. One should also inquire as to whether 


there has been a psychic storm because that can 
cause the picture of an allergic blepharitis. 


Conjunctivitis 


An eyeball that is inflamed but not painful 
may be affected by a subconjunctival hemor- 
thage, or a form of conjunctivitis. Conjuncti- 
vitis may have associated with it a discharge 
more or less purulent, the chief sign of which 
is the sticking together of the lid margins dur- 
ing the night. There is usually a sensation of a 
foreign body in the eye, with burning and itch- 
ing. It is well to determine the causative organ- 
ism and this can usually be done in a few mo- 
ments, in many cases by a study of a smear 
stained with the gram technique. 

The treatment of acute conjunctivitis depends 
upon the nature of the organism. It is now con- 
sidered unwise to use penicillin freely, as was 
so often done in the past. There are many cases 
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of penicillin sensitivity of the conjunctiva that 
eventually lead to difficulty. Particularly, it may 
lead to a form of focal reaction that prevents the 
later use of it for acute general infections else- 
where in the body. 

The most striking effect of penicillin is that 
seen in cases of acute gonorrheal conjunctivitis. 
The old treatment, requiring 30 or 40 days of 
irrigations, is no longer needed. Now the cure is 
a matter of hours. 

Bacitracin has been found very useful in the 
treatment of styes and chalazia, and aureomycin 
has some effect on the virus types of conjunc- 
tivitis. Aureomycin has been found especially ef- 
fective in the treatment of the herpetiform type. 

Trachoma no longer is much of a problem in 
this country. Very few cases are found, even in 
the so-called “nests” of the disease—that is, in 
southern Illinois, Kentucky, and among the 
Indian tribes. The eradication of this devastating 
ocular disease has been achieved primarily 
through the use of sulfa drugs, particularly sul- 
fanilamide. 


Red Eye with Disturbance of Vision 


_A red inflamed eye that is painful and has 
some visual disturbance means trouble. There 
may be either iritis or glaucoma, and the dif- 
ferential diagnosis may not be easy. The greatest 
advance, I think, in the understanding of the 
problem of iritis or uveitis, is the separation of 
the disease into two groups of the granulomatous 
and the nongranulomatous forms. 

In the granulomatous form the disease is 
characterized by an insidious onset, the presence 
of lardaceous deposits on the posterior surface of 
the cornea, nodules in the iris, particularly on 


the pupillary margin, heavy vitreous opacities, 


and the presence of a focal, circumscribed, or 
disseminated type of choroiditis. This is often as- 
sociated with syphilis or tuberculosis. Sarcoidosis, 
toxoplasmosis, histoplasmosis, and various forms 
of virus disease are also responsible. Other rarer 
causes are fungus infections, various parasites, 
and leprosy. Commonly the cause is impossible 
to find. : 

The nongranulomatous type was formerly 
known as serous or “rheumatic” iritis. This is 
characterized by an abrupt onset, usually severe 
pain, ciliary congestion, a contracted edematous 
iris, with an obscuring of the iris crypts and 


other landmarks, and a tendency to the forma- 
tion of adhesions of the iris to the lens. The 
main characteristic of serous iritis is its tendency 
to recur. 

At the moment, this disease is considered to 
be the result of an allergic reaction from some 
remote focus. The commoner organisms are 
thought to be strains of streptococci, and rarely, 
the gonococcus. In the granulomatous form, 
there is an actual invasion of the ocular tissues 
by the responsible organism, whereas in the non- 
granulomatous form the inflammation is the re- 
sult of an allergic response to an allergen, usually 
bacterial in origin. How infection in tonsils, 
teeth, perinasal sinuses, and other areas leads to 
lesions in the eye is a matter of speculation. An 
unlikely possibility is that the bacteria can be 
carried directly by the blood stream to lodge in 
the eye and its tissues. 

In the serous form of uveitis, there has never 
been an organism found on histologic study. 
One can imagine a transportation of the protein 
fraction of the bacteria through the blood stream. 
This is the most attractive and logical theory and 
it is supported by clinical and experimental evi- 
dence. Once the uvea has become sensitized to 
the allergen, recurrence can easily take place. 
With each attack of serous iritis, permanent dam- 
age is done. In long-standing cases granuloma- 
tous lesions can be seen, and these complicate 
the problem. 

The diagnostic survey of a patient with 
uveitis, either of the granulomatous or nongran- 
ulomatous form, involves much time and study, 
and it is in these cases that the ophthalmologist 
turns to his colleagues for help. Alan Woods, of 
the Wilmer Institute, who has devoted much of 
his professional life to a study of this problem, 
has recently evolved what he calls “the diag- 
nostic survey.” He demands a most thorough 
examination of the whole body with a search for 
foci and slumbering infections with syphilis, 
tuberculosis, gonorrhea, brucellosis, the virus of 
lymphogranuloma inguinale, and other diseases 
of these general types. Unfortunately, in most 
cases no clue is found to the cause of the ocular 
disease. 

The reduced vision due to uveitis is caused, at 
first, by exudative material in the anterior cham- 
ber and in the vitreous. Later, more trouble is 
due to the formation of inflammatory mem- 


branes, either before or behind the lens. 
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Acute Glaucoma 


Acute glaucoma may be mistaken for iritis, 
since the onsets are somewhat similar, with con- 
gestion of the eye, pain, and blurred vision. 
However, a study under oblique illumination 
will reveal, in cases of acute glaucoma, an edema 
of the corneal epithelium, which is absent in 
acute iritis. In other words, the cornea loses its 
luster quickly, and this produces a blurring of 
the picture of the iris and the anterior chamber. 

The attack often begins with the patient 
noticing halos around lights, and the pain may 
be so excruciating that it will prostrate him. The 
vision rapidly becomes blurred. The pupil in 
acute glaucoma is semidilated, and is usually 
fixed. The ocular tension, in comparison with 
the uninvolved eye, is decidedly elevated. It is 
the general practitioner's responsibility to differ- 
entiate iritis and glaucoma, but the ophthalmolo- 
gist usually treats this disease, since in its later 
stages particularly, surgery is always necessary. 

Another cause for an inflamed, painful eye is 
the presence of a foreign body, ulcer, vesicle, or 
abrasion of the cornea. All of these conditions 
are common and the general practitioner not 
only diagnoses them but in many cases, treats 
them. A foreign body of the cornea must be re- 
moved completely. One frequently sees a ring 
of rust around a central facet representing a 
small fragment of metal, incompletely removed. 
Such an eye remains irritated, and is susceptible 
to infection, with the production of an ulcer of 
the cornea. Ulcers of the cornea are sometimes 
very serious, and should be treated early. 


Exophthalmos 


Exophthalmos is commonly seen by the gen- 
eral practitioner, and occasionally the cause is 
not a toxic goiter. First, one may have to decide 
whether one is dealing with a true proptosis. In 
many persons some exophthalmos is a family 
trait. In the presence of a high myopia, the eyes 
will appear large and full, and even proptosed. 
At times, it is hard to say whether one eye is 
proptosed, with the other normal, or whether 
the prominent eye is normal and the other too 
far back in its socket. 

There are a number of instruments to meas- 
ure ocular proptosis. The simplest, though not 
the most accurate, is that devised by Dr. William 
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Luedde, consisting of a lucite millimeter rule 
having a concavity at one end which fits against 
the outer rim of the orbit. The rule is held per- 
pendicular to the plane of the orbit, and the 
curvature of the cornea is seen through the 
transparent ruler. 

If the proptosis is bilateral, one must look for 
a general cause, such as Grave’s disease; if it is 
unilateral, one must usually look for a cause 
within the orbit. Rarely, thyrotoxic exophthalmos 
can be in one eye. 

The position of the proptosed eye often gives 
a clue to the site of the lesion. For example, if 
an eye is proptosed down and in, there is likely 
to be a disturbance of the lacrimal gland, either 
in the form of a tumor or a pseudotumor. If 
an eye is pushed up and out, there is a possi- 
bility that disease in the ethmoid sinuses is re- 
sponsible, either an inflammation or a tumor. 
An eye directed straight forward, on the other 
hand, indicates a lesion within the ocular muscle 
cone, probably of neoplastic nature. 

X-ray studies of the orbit are necessary in 
nearly all cases of proptosis and they will fre- 
quently reveal not only the site of the cause, 
but sometimes its nature. For example, the roent- 
genogram may show a mucocele which, arising 
in a frontal sinus, has broken through the roof 
of the orbit, and has expanded into the orbit. 
The differential diagnosis between a thyrotrophic 
and a thyrotoxic exophthalmos may present much 
difficulty. It is important for us to know more 
about these conditions, because it often happens 
that a removal of the thyroid gland will precipi- 
tate a thyrotrophic type of exophthalmos that 
may lead to blindness. Much has been written 
about these conditions, but I should like to point 
out here the fact that some cases of thyrotrophic 
exophthalmos occur in patients who show signs 
of pituitary disease with a prognathic jaw, abnor- 
mal hairiness, sexual disturbances, spade-like 
fingers and feet, and coarse features. 


Eye with Disturbed or Limited Motion 


The disturbance of ocular motility may be 
congenital or acquired. The congenital form, or 
at least the form that appears shortly after birth, 
may be a familial squint, but it is more often 
a squint due to a birth injury, due to a hemor- 
rhage into the nuclei of the oculomotor nerves; 
or it may be the result of a large refractive error. 


Pi 
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The development of a convergent or divergent 
squint later in life, with a paralysis of one or 
more ocular muscles, may signify a lesion in the 
central nervous system that requires a neurologic 
investigation. 

In the old days, the parents of a child with 
cross eyes were frequently told by the family 
doctor not to worry, that the child would out- 
grow his defect. Because of the present-day bet- 
ter understanding of this condition, this advice 
is now seldom given. Family physicians know 
that children with cross eyes do not outgrow the 
condition. The eyes may appear to be straight, 
but often the crossed eye is defective in sight, 
and unless treated early, will remain so through- 
out life. 


It is thus the responsibility of the general 


practitioner to see to it that by the fourth or 


fifth months of life, the child receives proper 
treatment. Rarely, torticollis can be due to a 
paralysis of a vertical ocular muscle. If this is 
allowed to persist, the child’s entire skeletal 
structure will accommodate itself to the head- 
tilting. There will come lordosis, pelvic bone- 
tilting, and leg shorteniig, all irreversible after 
skeletal growth has attained its full development. 
The condition can be avoided by proper ocular 
treatment. 


Intraocular Trouble 
Now, with an ophthalmoscope, we shall dis- 


cuss some of the common intraocular eye 
changes that are encountered by the general 
practitioner. First are the various causes of a dis- 
turbed red reflex. The red reflex gives the ob- 
server an enormous amount of information. In 
health it is bright red. In the cases of lesions that 
interfere with the pathway of light, there can be 
any variation from a slight disturbance of the 
red shine to complete obliteration of the reflex. 
Corneal scars, lens opacities, and vitreous opaci- 
ties, which may be fixed, but are often floating, 
disturb the red reflex, and with a little practice, 
one can locate the area involved. An altered red 
reflex becomes yellowish or white when the eye 
is deviated in a certain direction;.it would indi- 
cate perhaps a detachment of the retina. A de- 
tachment of the retina may be a serous detach- 
ment or may be due to intraocular neoplasm. 
The cat’s-eye reflex is a white reflex in all or 


parts of the pupil area. In a child it may be an 


indication of a retinal glioma or retinoblastom: 
It is one of the evidences of the retrolent: 
fibroplastic group of diseases, or some other forr: 
of embryologic disturbance. 

In older people, a whitish shine with the 
ophthalmoscope reflex would indicate an organi- 
zation, perhaps, of an intraocular hemorrhage. 
When the red reflex is entirely abolished and 
the ophthalmoscopic shine is black, it indicates 
either a massive hemorrhage in the vitreous, 
commonly seen in diabetes, or massive exudation 
of a purulent nature, or a “black cataract,” or 
perhaps even the entire filling up of the vitreous 
space with neoplastic tissue. Exudative material 
can arise from a uveitis, and particularly from a 
choroiditis. Hemorrhagic material comes usually 
from the retinal blood vessels and occurs late in 
the presence of various lesions that produce 
retinal hemorrhages of the preretinal type. 

The presence of blood in the retina and/or 
choroid requires careful study. It may be the re- 
sult of injury but is frequently seen in various 
general diseases, particularly diabetes, vascular 
hypertension, and other vascular diseases. Retinal 
hemorrhages also are frequently seen in various 
types of blood dyscrasias. There are several 
forms: the superficial type, the so-called flame- 
shaped hemorrhages which are flame-shaped be- 
cause they lie in the retinal fiber layer, whereas 
the deep hemorrhages are darker and more 
punctiform. The type of the lesion is not neces- 
sarily pathognomonic, but one does associate the 
flame-shaped hemorrhages with hypertensive dis- 
ease, and the deeper ones with diabetes. 

It has recently been shown that the so-called 
deep retinal hemorrhages associated with di- 
abetes are actually not hemorrhages. These red 
punctiform lesions are microaneurysmic dilata- 
tions of the fine capillaries, quite similar in their 
nature to the Kimmelstiel-Wilson bodies in the 
kidneys in diabetes. The presence of the various 
forms of exudates and of diabetic retinopathy is 
considered more in relation to the duration of 
the disease rather than to its severity, and there 
is some evidence at hand to make us believe that 
if diabetes is properly controlled early, and con- 
tinues to be controlled properly, the presence of 
diabetic retinopathy with its late involvement, 
such as proliferative retinitis and massive hemor- 
rhagic extravasations, can be at least postponed. 

The late stages of hemorrhagic retinopathy, 
whether of the hypertensive or diabetic type or 
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both, in which the optic nerve shows swelling, is 
of grave prognostic significance. It indicates that 
death of the patient is near at hand. 

Edema of the optic nerve by itself, or in as- 
sociation with hemorrhages around the optic 
nerve indicates either an active inflammation of 
the optic nervehead in itself, as the so-called 
optic neuritis, or indicates a swelling of the nerve 
as the result of increased intracranial pressure. 
The chief differentiating sign between these 
two conditions is whether or not the patient sees 
well with his central vision. If a patient showing 
a swelling of the nerve is unable to recognize 
the colors of the stop-and-go traffic signals and 
is unable to read relatively small print, it would 
indicate that he has an optic neuritis, whereas 
the presence of swelling of the nerve in itself, 
with normal central vision, regardless of how 
extensive the swelling may be, is evidence that 
we are dealing with a papilledema and not neu- 
ritis. 

Acute visual disturbance without ophthal- 
moscopic evidence of intraocular disease requires 
careful consideration. The most common cause 
of decreased central vision is retrobulbar optic 
neuritis. This may be an early sign of multiple 
sclerosis, or it may indicate toxic amblyopia, due 
to tobacco or alcohol. This is considered to be a 
deficiency disease and its treatment consists of 
withdrawal of alcohol and tobacco and substi- 
tution of large doses of vitamin B, with vasodi- 
lators. In many of these cases the return of 
vision is striking and prompt. 


Tests to Be Made 


The general practitioner will be rendering a 
great service if he will survey the eye along the 
following lines: 

1. External inspection in a good light. If avail- 
able, the use of a pencil flashlight and a magni- 
fying glass. 

2. Determination of ocular movements by 
having the patient follow test objects in various 
directions of gaze, and also testing the focusing 
power, i.e., the convergence, for near. 

3. A study of the pupillary responses. 
4. A study of the downward gaze in relation 


to the movement of the upper lid, for example, 
the well-known Graefe lid-lag sign in exoph- 
thalmic goiter. 

5. An investigation as to the cause of inflam- 
mation of the eye, if present. 

6. A study of the intraocular media, i.e., the 
red reflex. 

7. Investigation of the optic nerve and retina 
with the ophthalmoscope. 

8. The taking of a rough field of vision by 
the confrontation test. In this line of investiga- 
tion, the use of the Holth test object is a valu- 
able one. This test object consists of a small rec- 
tangular black piece of wood, about 6 inches 
long. In the surface of each side are placed four 
colored test objects. In one side, red, the other 
side green, a third side yellow, and the fourth 
side blue. These colored test objects are 5 mm. 
in diameter, and are separated from each other 
by about 3 mm. each. In using this test, the pa- 
tient fixes on the center color and should name 
it properly. At the same time he is aware of the 
other two test objects in the periphery. By tilt- 
ing the piece of wood at various angles, a rough 
estimation of the field of vision can be taken. 
Likewise, by moving the test objects closer to or 
further from the eye, the patient fixing on the 
center, a rough idea of the size of the normal 
blind spot can be determined. If the blind spot 
is larger on one side than the other, this re- 
quires investigation. 

The general practitioner should train himself 
to test the ocular tension by palpation. This re- 
quires considerable practice and no opportunity 
should be lost to test the sensation of resistance 
of the eyeball to the fingertip. Even the expert 
has considerable difficulty in recognizing a slight 
elevation or decrease in the ocular tension, but 
everyone should have no difficulty in spotting 
a high intraocular tension or a low tension, soft 
eye. There is no reason why the general prac- 
titioner should not learn to use the tonometer 
and to measure the ocular tension in the cases of 
any of his patients who complain of blurred 
vision or pain in and around the eye. The tech- 
nique is simple and the modern instruments, par- 
ticularly the Schiotz tonometer, are reasonably 
accurate—more accurate than the fingertips. 
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The Present Status of... 


The Tucatment of Plantar Wards 


RECENT MEDICAL LITERATURE seems to con- 
tain little “meat” with regard to the proper 
treatment of plantar warts. Medical school 
teachings seem to leave much to be de- 
sired, too. 

I have been using a method (which I 
developed myself) for over ten years with 
such consistent results that I believe it 
would be advantageous to give a clear de- 
scription of it. 

First, I would like to sound a warning 
about how not to cure plantar warts. They 
should not be treated by irradiation with 
radium or x-rays. They are not very radio- 
sensitive, but they are dense; and if they 
are irradiated with curative doses, the sec- 
ondary radiation will “splash” all about, 
killing a large area of normal tissue. 

Principle: The best method is surgical 
dissection with a high-frequency cutting 
current, and a sewing-needle electrode. 

Equipment: A generator of high-fre- 
quency currents by means of an electronic 
tube is necessary. Additional equipment in- 
cludes a sterile hypodermic syringe and 
needle; a small tissue forceps; sterile gauze 
sponges (2” 2’); a skin antiseptic; a 
sewing needle (I use the size and style 
known as No. 7 Crewel); a chuck for hold- 
ing the needle; and an ampule or vial of 
2 per cent procaine with 1:75,000 epine- 
phrine. A binocular loupe is desirable; I 
like the telescopic loupe made by the 
Cameron surgical Specialty Company of 


Chicago, because it gives me plenty of 
room to work. “Band-Aid” type dressings 
should be used after completion of the 
work. 

Procedure: An area about three inches 
in diameter is painted with a suitable skin 
antiseptic, in such a manner that the wart 
is near the center. The skin about the wart 
is then infiltrated with procaine solution, 
but the wart itself is not penetrated. A 
small amount of the anesthetic should be 
deposited deep under the wart. The dis- 
section should be guided by both sight and 
touch. First, a “moat” is made in the nor- 
mal tissue around the wart; then this is 
gradually deepened by several trips around 
it with the needle. 

After the full thickness of the skin is 
penetrated, the wart is lifted with the tissue 
forceps. Then, using both sight and touch 
(through the sewing needle), the entire 
lesion is “coned” out. One can develop a 
sense of the feel of hard warts and con- 
trast this with the soft subcutaneous fat: 
this is useful in removing all the wart with- 
out making too large a crater. 

Bleeding is slight, and may be controlled 
by gentle pressure with gauze. No medi- 
cation is necessary, but I often use a light 
frosting of sulfanilamide powder. Healing 
is prompt, and the scars are barely visible. 
Usually the postoperative discomfort is at 
all times of less intensity than the preop- 
erative. —Lyman C. Briar, M.D. 
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BY TOM D. SPIES, M.D., GUILLERMO GARCIA LOPEZ, M.D., FERNANDO MILANES, 
M.D., RUBEN LOPEZ TOCA, M.D., AND ALFREDO REBORDEO, M.D. 


Birmingham, Alabama, and Havana, Cuba 


In the treatment of certain anemias both vitamin B,, and folic acid have specific 


hemopoietic and clinical functions. While some patients may respond to one but not to 


the other, in the great majority of cases either vitamin B,, or folic acid is effective 


hemopoietically and each has an additive effect when administered along with the other. 


THE EATING OF LIVER for the relief of weakness 
was recorded in the ancient history of many 
peoples. Whipple (1920) made extensive studies 
showing that liver was capable of producing 
blood regeneration in dogs. Minot and Murphy 
(1926) opened a new era of medicine when 
they produced hemopoiesis in persons with per- 
nicious anemia by feeding them raw liver. Some 
patients continued to eat sufficient liver to main- 
tain good health, but many found it distasteful 
to eat as much liver as is required to keep their 
blood values within normal range. Refined liver 
extracts for parenteral administration were pre- 
pared and for the past twenty years have been 
used successfully in treating many persons with 
pernicious anemia. In the preparation of the 
highly refined liver extracts, nearly all the folic 
acid which normally is present in liver is lost. 
Since it was our working hypothesis that a num- 
ber of chemical molecules could effect hemo- 
poiesis, it followed that folic acid might well 


be one of them. We knew, of course, that it 
could not be the most active molecule in the 
highly refined liver extracts since some of the 
extracts were almost devoid of folic acid. 

. Soon after we obtained folic acid in sufficient 
quantities for clinical testing, we demonstrated 
its efficacy in producing remissions in patients 
with certain macrocytic anemias in relapse. ‘Thus 
it came about that for the first time it was pos- 
sible to administer a pure synthetic compound 
to persons in relapse with pérnicious anemia, 
nutritional macrocytic anemia, and the macro- 
cytic anémia of pregnancy and of tropical and 
nontropical sprue, and to effect a hematologic 
remission. For many reasons this discovery was 
of importance, but probably its greatest scientific 
importance was that it at long last placed inves- 
tigations in the field of macrocytic anemias in 
the realm of pure compound therapy, thereby 
bringing us a step closer to learning the etiology 
and pathogenesis of these anemias. 


a 
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Recently vitamin B,,, the newest member of 
the vitamin-B complex to be isolated, has been 
shown to have striking hemopoietic activity in 
persons with pernicious anemia, nutritional 
macrocytic anemia, and the macrocytic anemia 
of pregnancy and of tropical and nontropical 
sprue. Like liver or liver extracts, but unlike 
folic acid, vitamin B,, is effective in treating 
the acute neurologic manifestations frequently 
associated with pernicious anemia and some- 
times with tropical sprue. 

The advantages of either folic acid or vitamin 
B,. over refined liver extracts are that in some 
patients they are less likely than liver extract to 
produce hypersensitivity and pain. Folic acid has 
a particular advantage in that liver extract does 
not contain enough folic acid to relieve all pa- 
tients, or, if these patients are relieved, the relief 
will not be maximal. Liver extract, however, 
probably contains important nutrients not yet 
identified. 

The present study is concerned with the anti- 
anemic properties of either folic acid or vitamin 
B,, when administered singly, concomitantly, or 
in mixtures of various types. 

Before discussing our observations, it is desir- 
able to state our working hypothesis in regard to 
the macrocytic anemia which is so characteristic 
of the diseases under discussion. To us, anemia 
is a symptom and nothing more. 

When we find a patient with macrocytic 
anemia in relapse, we make thorough clinical, 
laboratory, and dietary studies to aid us in mak- 
ing a precise diagnosis, and even then we are 
sometimes unable to classify the disease to our 
own satisfaction. Sometimes in working with the 
same patient over a number of years, we have 
seen the syndrome change so that we are com- 
pelled to revise our diagnosis. Since we are en- 
gaged in investigative work, it is necessary that 
we select the most typical cases for evaluation. In 
so doing, we are not unaware of the fact that at 
times one has to institute precise and adequate 
treatment before he can classify the anemia 
properly. 

We now have a large group of patients who 
respond slowly, if at all, to ordinary methods of 
treatment. Since we do not understand enough 
about the pathogenesis of their diseases to war- 
rant taking up space to discuss them at this time, 
these refractory or partly refractory cases will 
form the basis of a separate report. 


Combined Folic Acid and B,, 


An intensive two-year study of selected cases 
indicates that folic acid and vitamin B,, should 
be used together, in practical everyday therapy. 
The principal reason for writing this report is 
that we have found megaloblastic anemias which 
are refractory to vitamin B,, or to highly concen- 
trated liver extracts but which respond satisfac- 
torily to folic acid. These anemias may be found 
particularly in pregnant women or in infants al- 
though they may appear in adults and may be 
identical in clinical and laboratory approach to 
pernicious anemia. When one cannot make a 
satisfactory etiologic diagnosis and the clinical 
information likewise may be inadequate, there 
should be no hesitancy in giving both materials, 
especially when one realizes that they occur 
naturally in the whole liver. As will be shown 
later in this paper, there are some patients who 
respond more maximally to a mixture of liver ex- 
tract (which is a concentrate of vitamin B,,) 
and folic acid than to either material alone. 

The patients selected for the first two studies 
which are reported here fulfilled the usual cri- 
teria. Suffice it to say that they were typical cases 
and in relapse. The third study on which we are 
reporting at this time is concerned with elderly 
individuals whose red blood cell counts were 
under 4 million and whose bone marrow sug- 
gested that they might respond more completely 
if some antianemic substance were given. Since 
these patients had been receiving intensive liver 
extract therapy for twenty years or more, we rea- 
soned that they had had adequate amounts of 
vitamin B,, and most likely would be deficient 
in folic acid, if they were deficient in part in 
either of these two substances. 

The method of investigation and the results 
observed for each of the three studies are shown 
by a representative case history of each study. 


Study 1 


The following case history is representative of 
three carefully chosen patients with the so-called 
macrocytic or pernicious anemia of pregnancy. 
In each instance the patients responded to folic 
acid but not to vitamin B,, (see Figure 1). 

A 37-year-old white woman was admitted to 
the hospital complaining of extreme weakness; 
she was unable to stand or even to sit without 
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support. 

She had had twelve pregnancies. Four chil- 
dren were living and well, four died soon after 
birth, and she had had four spontaneous abor- 
tions. Her illness began during the second 
month of her eleventh pregnancy—two years 
prior to her admission. She lost her appetite, de- 
veloped severe diarrhea consisting of frequent, 
large, watery, brown-colored stools and abdom- 
inal cramping, and had a burning and soreness 


occasionally a cup of milk and an egg, supplied 
far less than the recommended allowances of 
nutrients. During the sixth month of this preg- 
nancy she lost the fetus. Three days later her 
husband became alarmed about her condition 
and brought her to the hospital. 

_ Physical examination showed an emaciated, 
extremely pale woman who was too weak to sit 
up in bed. The tongue was smooth and very 
red. The skin was pale and dry and there was 
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Chart 1. Failure of hemopoietic response to vitamin B:: administered orally and 1.M. contrasted to response 
to the oral administration of a combination of vitamin B,. and folic acid in a patient with macrocytic anemia 


of pregnancy. 


of the mouth and tongue. Soon after the onset 
of her illness she had a spontaneous abortion. At 
this time she was admitted to a hospital and 
given several blood transfusions. She regained 
her appetite, gained ten pounds in body weight, 
and her general health improved. 

She felt well until six months before her pres- 
ent admission to the hospital when her twelfth 
pregnancy began and she lost her appetite, de- 
veloped diarrhea, and became so weak she was 
forced to stay in bed all the time. During this 
time her diet, which consisted chiefly of small 
amounts of cornmeal, rice, root vegetables, and 
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evidence of the loss of much subcutaneous fat. 

Laboratory Findings: Repeated gastric anal- 
ysis showed free hydrochloric acid in the gastric 
contents. An oral glucose tolerance test showed 
a flat curve. The stools were large, watery, gas- 
eous, and dark brown in color. They contained 
no parasites, ova, or blood. The blood values on 
admission were: red blood cells, 1.76 million; 
hemoglobin, 5.7 Gm. (37 per cent); reticulo- 
cytes, 0.6 per cent. 

She was given 10 mg. of folic acid daily by 
mouth. The first two days after therapy was 
started she refused all food but soup. She sel- 
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dom opened her eyes and showed no interest 
in her surroundings. The third morning after 
the initiation of therapy she sat up in bed and 
ate all her breakfast. On the fourth day the 
reticulocytes reached a peak of 22.9 per cent and 
an increase in red blood cells and hemoglobin 
followed. Clinical improvement continued and 
twelve days after therapy was started she began 
walking around the ward. The folic acid was 
continued for ten weeks and at the end of this 
time the red blood cells had increased to 4.39 
million, the hemoglobin to 12.9 Gm., and she 
had gained eighteen pounds in body weight. At 
this time she was instructed as to what foods 
she should eat and was discharged from the 
hospital. 

For the next two and a half years she ate a 
diet considerably better in nutritive value than 
the one prior to her illness. Two years later her 
thirteenth pregnancy occurred and she remained 
well throughout it and had a normal, healthy 
child. Her blood values two and a half years 
after therapy was discontinued were: red blood 
cells, 4.12 million; hemoglobin, 12.0 Gm. (78 
per cent). Her weight was normal and she felt 
well. Six months later her fourteenth pregnancy 
began. Again she lost her appetite, developed 
diarrhea, and lost weight and strength. 

She was readmitted to the hospital with the 
“macrocytic anemia of pregnancy.” At this time 
her blood values were: red blood cells, 2.41 
million; hemoglobin, 10.0 Gm. (65 per cent); 
reticulocytes, 1.4 per cent (see Figure 1). She 
was given 150 micrograms of vitamin B,, orally 
daily for twenty days. The reticulocytes in- 
creased to only 3.1 per cent on the seventh day 
of therapy and the red blood cell count and the 
hemoglobin remained essentially unchanged, as 
did her general condition. She then was given 
25 micrograms of vitamin B,, intramuscularly 
daily for ten days. The reticulocytes increased to 
3.6 per cent on the sixth day of therapy and by 
the tenth day there was only a very slight in- 
crease in the red blood cells and hemoglobin. 
She then was given a mixture of 150 micro- 
grams of vitamin B,, and 10 milligrams of folic 
acid orally daily for ten days. On this therapy 
the reticulocytes increased to 20 per cent on the 
seventh day and by the tenth day there was an 
increase of 700,000 red blood cells and 1.5 Gm. 
of hemoglobin. Paralleling the hemopoietic re- 
sponse was a striking clinical improvement; and 


on the fourth day of therapy her appetite sud- 
denly increased, she ate all the food on her trays, 
and asked for additional servings; she volun- 
teered that she felt stronger than she had for 
several weeks. She continued to gain strength 
rapidly and by the ninth day of therapy the 
diarrhea began to subside. Two days later the 
stools appeared normal, she felt well and, be- 
cause she was worried about her children, she 
was allowed to return to her home. 

Two weeks after discharge from the hospital, 
she returned for her follow-up appointment, 
was given a daily dose of 5 mg. of folic acid, and 
allowed to return to her home. When she re- 
turned one month later, her peripheral blood 
values were normal and the sternal puncture 
showed normal bone marrow. At this time she 
had gained 15 pounds in weight and was doing 
her own housework. 


Study 2 


A number of years ago we found that folic 
acid did not protect against the neural degenera- 
tion associated with pernicious anemia but that 
folic acid did not cause neural degeneration. 
This has been confirmed by many investigators. 
Within the past two years we have been en- 
deavoring to determine at what dose level vita- 
min B,, would be effective in relieving the acute 
manifestations of neural degeneration. We have 
found only two patients with Addisonian perni- 
cious anemia of many years’ duration who re- 
sponded to as little as 25 micrograms of vitamin 
B,. when administered orally each day for ten 
days. We have had three other patients with 
pernicious anemia who had not previously been 
treated who responded to 5 micrograms per day. 
A considerable number responded at 150 micro- 
grams per day. Many will respond somewhat 
hemopoietically and clinically to as little as 200 
micrograms per day administered by mouth. 
Some, however, will not respond at several times 
this level. Thus the necessary dosage for oral 
response is unpredictable. 

The following case is representative of three 
patients in Study 2 who responded similarly. 
It is concerned with a maximal hemopoietic 
and clinical response to folic acid, the develop- 
ment of acute symptoms of degeneration of the 
spinal cord, and the effect of the oral administra- 
tion of 150 micrograms of vitamin B,, on the 
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patient at the time these symptoms appeared. 

A 50-year-old white man was admitted to the 
hospital, complaining of diarrhea, weakness, 
soreness of the tongue, and swelling of the feet 
and legs. 

He considered that his health had been good 
until thirteen months prior to his admission 
when his tongue became sore and he noticed that 
it was very red. Gradually he lost strength, and 
three months before he was admitted he de- 


findings of the neurologic examination were 
negative. 

Laboratory Findings: Repeated gastric analy- 
ses showed no free hydrochloric acid in the gas- 
tric contents even after histamine stimulation. 
An oral glucose tolerance test showed a normal 
curve. The stools were voluminous, watery, dark 
brown in color, and foul-smelling. They con- 
tained no ova, parasites, or blood. The blood 
values on admission were: red blood cells, 1.31 
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Chart 2. Hemopoietic response and development of acute combined degeneration of the spinal cord in a pa- 
tient with pernicious anemia. Disappearance of acute combined degeneration of the spinal cord on folic acid 


vitamin Bz therapy. 


veloped intermittent diarrhea consisting of large, 
watery, brown-colored stools accompanied by ab- 
dominal cramping and distention. Within a 
month from the onset of the diarrhea, he be- 
came too weak to continue working in the cot- 
ton mill where he was employed. He lost his 
appetite and the soreness of his tongue increased 
until he was unable to eat anything but small 
amounts of soft, bland foods. 

Physical examination showed generalized 
pallor. The tongue was smooth and fiery red. 
He appeared to be extremely weak, and com- 
plained of aching of the legs and feet but the 
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million; hemoglobin, 4.7 Gm. (30 per cent); 
reticulocytes, 0.8 per cent. 

He was given 10 mg. of folic acid orally daily. 
On the fourth day of therapy the reticulocytes 
began to increase and by the tenth day they had 
reached a peak of 54.8 per cent (see Figure 2). 
Reticulocytosis was accompanied by an increase 
in red blood cells and hemoglobin, and an in- 
crease in appetite and in strength. The glossitis 
began to heal on the second day of therapy and 
by the fourth day it had disappeared. The diar- 
thea began to subside on the fifth day of therapy 
and by the fifteenth day the stools were normal. 


is} 
as 
5 
12 
. 
40 
9 
3 30 
° 
6 / Ang” 
2} sJ 20 
4 
| 
1 10 
1 
etics. 
41 


On the twentieth day of therapy he suddenly 
developed symptoms of acute combined degene- 
ration of the spinal cord (see Figure 2). He 
complained of numbness and tingling of the 
feet and legs and said that they felt “dead.” He 
could walk only with great difficulty and not 
without supporting himself on the furniture in 
his room. Neurologic examination showed di- 


minished pin-prick sensation and sensory percep- _ 


tion in both feet. All the reflexes were normal. 
Folic acid therapy was continued for ten days 
more and during this time the neurologic symp- 
toms became progressively more severe, despite 
the fact that the red blood tells and hemoglobin 
continued to increase until by the thirtieth day 
of therapy they were as follows: red blood cells, 
3.70 million; hemoglobin, 10.2 Gm. (67 per 
cent), and despite the fact that his strength con- 
tinued to increase. 

Folic acid tablets were discontinued after he 
had received a 10 mg. tablet daily for a total of 
thirty days and he was then given a mixture of 
150 micrograms of vitamin B,, and 10 mg. of 
folic acid orally daily for twenty-four days. On 
the eighth day of this therapy, there was begin- 
ning relief of the symptoms of acute, combined 
degeneration of the spinal cord. He volunteered 
that there was less numbness and tingling of 
the legs and feet and he could walk with greater 
ease. Neurologic examination showed improved 
pin-prick sensation and sensory perception. The 
improvement continued and by the twenty-first 
day of therapy all the acute symptoms arising 
from degeneration of the spinal cord had dis- 
appeared. He said that his legs felt “as good as 
new” and neurologic examination showed no 
evidence of neurologic involvement. 

After twenty-four days on a mixture of vita- 
min B,, and folic acid, it was discontinued and 
he was discharged from the hospital. At this 
time the blood values were: red blood cells, 4.48 
million; hemoglobin, 12.5 Gm. (81 per cent). 
He said that he felt better than he had for over 
a year and a half, and he had gained 12 pounds 
in body weight. 

He returned for a “follow-up” examination 
two weeks later and was given an “injection of 
30 micrograms of vitamin B,,. He receives a 
similar injection twice a month and is working 


and in good health. 


Study 3 


The following case is representative of a group 
of ten elderly patients with pernicious anemia 
who have received maintenance therapy for 20 
years or more. Many patients on intensive liver 
therapy, such as these patients, have entirely 
satisfactory blood values. 

These particular cases were chosen from a 
large group because their red blood cell counts 
were below 4 million, and sternal punctures 
showed that they might respond somewhat more 
fully. In each instance, the bone marrow showed 
some megaloblasts and the presence of normal- 
appearing bone marrow. They first were given 
from 150 to 250 micrograms of vitamin B,, a 
week, but after six weeks there was no increase 
in red blood cells or hemoglobin, nor was there 
an increase in their strength. They then were 
given folic acid while the dosage of vitamin B,, 
was kept constant. Their blood values increased 
to a normal level, and it was noted their general 
health improved. 

A 71-year-old man had had pernicious anemia 
for twenty years. During this period of time he 
had been given two or three injections of liver 
extract a month and had been able to work most 
of the time. His blood levels had not increased 
above 4 million red blood cells and 85 per cent 
hemoglobin, and he tired very easily. The patient 
had not developed any evidence of combined 
system disease. When vitamin B,, first became 
available, we gave him large amounts of vitamin 
B,, parenterally over a period of 4 months, but his 
blood values did not increase. We then decided 
to give him 10 mg. of folic acid orally each day. 
Furthermore, we also decided to keep the dosage 
of vitamin B,, constant at 60 micrograms a week. 

On the fourth day of this therapy he began to 
feel stronger, and the red blood cells began to 
increase. Two months later there was an increase 
of 250,000 cells. At the end of another month 
there was an increase of 600,000 cells and by 
this time the hemoglobin was 98 per cent. He 
felt considerably better and did not tire as easily. 
This improvement continued and his blood re- 
mained at this level during the next six months, 
despite the fact that the patient had very heavy 
responsibilities and did much traveling during 
this period. 
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Summary and Conclusions 


Two years of intensive study of patients with 
Addisonian pernicious anemia, nutritional mac- 
rocytic anemia, tropical and nontropical sprue, 
the pernicious anemia of pregnancy and the 
megaloblastic anemia of infancy show that both 
vitamin B,, and folic acid have specific hemo- 
poietic and clinical functions. The case cited in 
Study 1 is characteristic of the group which will 
respond to folic acid but not to vitamin B,,. 
This is particularly likely to occur among pa- 
tients with the pernicious anemia of pregnancy 
or the megaloblastic anemia of infancy, although 
we have seen a similar failure of vitamin B,, 
and a positive effect of folic acid in cases which 
under ordinary circumstances would be diag- 
nosed as pernicious anemia or sprue. 

The case used as an example in Study 2 shows 
that in certain patients vitamin B,, has func- 
tions which are above and beyond the functions 
of folic acid since it relieves the acute symptoms 
of combined system disease, even though the 
patient is taking folic acid and is responding 
hemopoietically and clinically to it. (Such pa- 
tients must have vitamin B,, or some substance 
which acts similarly in order to have relief of 
the neurologic symptoms.) However, in the 
great majority of cases either vitamin B,, or folic 
acid is effective hemopoietically and each has 
an additive effect when administered along with 
the other. 

It has been our working hypothesis that since 
folic acid and vitamin B,, occur together in liver 
and other natural sources, probably both of them 
are needed by persons with certain anemias. The 
present study supports this point of view. This 
means that some investigators have not taken a 
sufficiently broad physiologic point of view and 
have reasoned that since both of these sub- 


stances are known to produce a hemopoietic re- 
sponse in properly selected patients in relapse, 
it is unnecessary, in fact even undesirable, to use 
both in the same patient. 

Most clinicians accept an arbitrary diagnosis 
of pernicious anemia or of any of these syn- 
dromes as indicating that the patient has pre- 
cisely the same chemical setup in his deficient 
tissues as another patient with similar clinical 
findings. Yet many of us with extensive experi- 
ence come across 2 considerable number of cases 
which we cannot classify to our own satisfac- 
tion. Frequently, a patient in relapse is diagnosed 
as having one syndrome, while on another ad- 
mission this same patient's condition better fits 
another syndrome. 

In making a tentative appraisal, it seems that 
it would stand to reason that both vitamin B,, 
and folic acid have specific functions as well as 
functions in common, and both are necessary. 
To all intents and purposes these substances 
are nontoxic. It follows that both can be given 
for complete and continued hemopoiesis in 
properly selected patients. The physician who 
makes every effort to arrive at a precise diagnosis 
and applies persistent and adequate therapy with 
these materials will obtain a gratifying clinical 
and hemopoietic response. 


This article is from the Department of Nutrition and 
Metabolism, Northwestern University Medical School 
studies in nutrition at Hillman Hospital, Birmingham, 
Alabama, and General Calixto Garcia Hospital, Havana, 
Cuba. 

-The study was aided by grants from E. R. Squibb 
and Sons., Inc., the National Vitamin Foundation and 
Fundacion de Investigaciones Medicas, Havana, Cuba. 

The folic acid and vitamin Bw for this study were 
furnished through the courtesy of Dr. Geoffrey Rake, 
E. R. Squibb and Sons, Inc. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Ophthalmia Necnatorum 


Accorpinc to S. G. Watts and M. M. Gleich (J.A.M.A., June 17, 1950) in maternity wards 
in hospitals in which the women are more than usually likely to have gonorrhea, the usual 
silver nitrate prophylaxis is not sufficient to protect all of the children. In a group of 9,730 in- 
fants, many of them of Negro mothers, 22 developed gonorrheal conjunctivitis. 

In a later series in which each infant was given also an intramuscular injection of 50,000 
units of aqueous penicillin G, there were 4,565 without a single case of gonorrheal conjunctivitis. 
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The Present Status of ... 


Gold (fer 


Accorp1nc to an article by B. Smith Hopkins, 
Jr., published in the Journal of the Carle Foun- 
dation for July 1, 1950, the present status of the 
gold treatment for rheumatoid arthritis is prac- 
tically what it was in 1948 when the subject 
was thoroughly discussed by Hench and his col- 
leagues in the Annals of Internal Medicine. 
Hopkins used the treatment in 27 cases, and 
because of its dangers, he chose only patients 
with a serious form of the disease which had 


proved refractory to other types of treatment. 
About a third of the patients were helped, and 
a third received no benefit. One in 5 experi- 
enced toxic reactions, and one patient appeared 
to have died because of the treatment. As every 
one knows, gold is very hard on the kidneys. 
Naturally, all patients on such treatment should 
be observed closely, and preferably by someone 
who has had some experience with this type of 
treatment. 


Subfonamide Compounds 


Accorpinc to John A. Kolmer, today the sulfa 
compounds of choice are usually sulfadiazine or 
sulfamerazine for oral use; the sodium salts are 
for intravenous use. For preoperative and post- 
operative administration in cases of intestinal 
surgery, succinylsulfathiazole is probably to be 
preferred. Gantrisin is recommended when there 
is renal infection. Mixtures of two or three 
microcrystalline sulfonamide compounds may be 
employed when a rapid absorption with a high 
blood level is desired. These mixtures may also 


be used when one fears the coming of crystal- 
luria or allergic reactions. 

It is well to avoid the indiscriminate and un- 
necessary use of these drugs. In cases of severe 
infection, it is well to start with a good strong 
dose. A large amount of a drug over a short 
period is likely to work better than will small 
doses over a long period. It is well not to stop 
treatment too soon. One should continue the 
treatment until the patient has been without 
fever for three or four days. 


In THE May 27, 1950, number of the J.A.M.A., 
C. M. Guest, W. H. Kammerer, R. L. Cecil, 
and S. A. Berson reported their failure to get 
any results in cases of rheumatoid arthritis with 
the use of pregneninolone, pregneninolone ace- 


tate, testosterone propionate, or epinephrine. It 
would seem therefore that with negative results 
obtained here in the United States and in Great 
Britain, these drugs are not worthy of any fur- 
ther trial in cases of rheumatoid arthritis. 


Hodghini Yusease and Nitrogen Mustard 


APPARENTLY roentgen therapy is still the treat- 
ment of choice in all cases of Hodgkin’s disease 
in which the lesions are well localized. 
Nitrogen mustard may produce palliative re- 
sults in the cases of some patients with a wide- 


spread and rapidly progressive disease, but it is 
not a pleasant drug to take. Two of its disad- 
vantages are that it can produce violent vomit- 
ing, and it can make the patient very ill 
for days. 
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After Care of the Hemiplegic 


BY DONALD A. COVALT, M.D. 


New York University Institute of Physical Medicine and Rehabilitation 


One of the most frequent disabling conditions of the older age group is apoplexy 


resulting in hemiplegia. Careful attention should be given to preventing deformities 
which may occur in the acute phase of illness. Thereafter, proper procedures should be 
instigated to assist in the return of function of the affected extremities. 


Ir HAS BEEN ESTIMATED that there are over a 
million and a quarter patients in the United 
States suffering from hemiplegia resulting from 
apoplexy. We know that these patients consti- 
tute one of the largest groups of patients suffer- 
ing from chronic neurologic disease. 

The physician diligently cares for the patient 
during his stuporous or coma phase, and as he 
recovers, makes full use of a complete therapeu- 
tic armamentarium in order to save the patient’s 
life. If the patient survives the shock of the ini- 
tial attack, he is usually dismissed at the end of 
several weeks of careful attention with a word 
to the family that he may or may not have a re- 
turn of function of the involved extremities. 

There are certain simple procedures which 
can be of tremendous help in assisting the pa- 
tient with hemiplegia to recover the use of his 
paralyzed extremities. These should be carried 
out under the same careful attention of the physi- 
cian as was given during the acute phase of the 
patient’s illness. 

During the past five years at Bellevue Hos- 


pital, and for the past two years at the Institute 
of Physical Medicine and Rehabilitation of New 
York University, several hundred of these pa- 
tients have come under our observation and a 
regimen has been evolved to, first, prevent the 


deformities which so commonly occur during the 


acute phase of the disaster and, secondly, to help 
the return of function of the extremities, and 
to teach the patient to care for himself, to walk, 
to talk, and, if possible, to return to some type 
of vocation again. 

The regimen, in many instances, can be car- 
ried out in the home under the supervision of 
the physician by a physical therapist, a nurse, or 
even a member of the family. 


Preventing Deformities 


There are four simple procedures which can 
be carried out during the acute phase of the ill- 
ness while the patient is still in bed which will 
be of help in preventing the deformities so com- 
monly found in hemiplegic patients. 
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1. A small pillow can be placed in the axilla 
on the affected side to prevent adduction to the 
arm on the shoulder. 

2. A footboard or posterior leg splint applied 
to the affected lower extremity will prevent toe 
drop and heel cord shortening. 

3. Sandbags placed along the outside of the 
affected leg will prevent outward rotation of the 
leg. 

A Quadriceps setting, if started early, will 
maintain and improve the muscle strength 


sitting position which will strengthen the upper 
extremities and preserve his sense of balance. 

2. Speech therapy: If possible, speech ther- 
apy should be instituted early in the course of 
the illness. It may be given by a speech pathol- 
ogist, speech therapist, or, if such trained per- 
sonnel is not available, by a speech teacher from 
a local high school. The physician should tell 
the family that although the patient may not be 
able to talk, his intelligence is probably intact. 
3. Arm and leg exercises: A pulley can be 


The illustration at the left shows pulley therapy for affected shoulder in order to: increase range of motion, 


prevent adhesions, start alternate motion of upper extremities, preparation for reciprocal walking pattern. In 
the middle: Short leg brace to counteract footdrop. The brace has two bars and a 90 degree ankle stop to 
eliminate toe drag. A Y-strap is attached to the lateral side of the shoe and buckles over the medial bar to 
counteract supination (inversion) of the foot. At right: Walking in parallel bars to teach reciprocal walking 
pattern. Affected hand is held on bar, opposite hand end leg move at the same time. 


needed for ambulation later. This should be 


done for ten minutes three times a day. 


After the Acute Phase 
The following procedures may be instigated 


as soon as the patient has recovered from the 
acute phase of his illness: 

1. Sitting in bed: A “U” rope may be tied 
to both end bedposts which will extend two- 
thirds of the way up the bed. The patient is 
taught to grasp the rope and pull himself to a 


arranged over the head of the bed to encourage 
movement of the arm on the affected side. (If 
necessary, the affected hand may be strapped 
to the pulley rope with a bandage.) This exer- 
cise will help prevent the “frozen” and painful 
shoulder. The same procedure carried out with 
the lower extremities will train the patient in 
reciprocal motion which is essential when he re- 
sumes walking. These exercises should be car- 
ried out for fifteen minutes three times a day. 

4. Standing and walking: After a short 
period of strengthening exercises in bed, the pa- 
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tient is ready to sit on the side of the bed and 
to stand. Ambulation training can be started by 
placing two kitchen chairs on a linoleum floor. 
The patient is taught to grasp the back of each 
chair with his hand and, as the left hand pushes 
the left chair forward, the right foot is advanced. 
Correspondingly, as the right hand pushes the 
right chair forward, the left foot is advanced. 
At first, the patient may require assistance in 
this activity. 

5. Braces: We find that about 50 per cent of 


Walking with Two Chairs: if no 
perallel bars are available, 
two chairs can be used to teach 
reciprocal walking pattern. Both 
hands grasp chairs. (The af- 
fected hand may have to be 
held or laced on chair.) The 
right chair and left leg is 
moved forward simultaneously. 
Same with left chair and right 


leg. 


Right: Walking Outside. Recip- 
rocal walking pattern is em- 
phasized. As right arm swings 
back, left arm and right leg 
are brought forward. 


the hemiplegia cases require a foot brace to pre- 
vent inward rotation of the foot and to keep the 
toe from dragging. In the majority of cases, a 
double-bar, short leg brace with a 90-degree stop 
is used. 

6. Climbing: When the patient has learned 
to walk with his brace satisfactorily, he is taught 
to climb stairs and curbs and to get in and out 
of an automobile or bus. 

7. Training in handling self. The affected 
hand is usually the slowest to return to func- 
tion, and in many cases, function never returns. 
In these cases, the patient must be taught self- 
care activities. Such activities as how to tie his 
tie with one hand, how to feed himself, how to 
manipulate buttons, and so forth are included. 
It is the doctor’s responsibility to explain the 
prognosis for return of function in the arm to 


the family. 
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Rehabilitation 


The hemiplegic patient must follow the same 
rules as other cases selected for rehabilitation. A 
careful series of examinations to determine the 
physical and psychological residue must be made 
in order to determine whether the patient is 
physically and mentally capable of undergoing 
retraining since such a program may have to 
continue for weeks or even months. If, after 
complete muscle tests, range of motion tests, and 


testing for the one hundred and two activities 
inherent in daily living and, if the patient has 
sufficient motivation, he is considered to be 
feasible for rehabilitation. 

There are two simple tests which can be util- 
ized by the physician to determine while the pa- 
tient is still bedridden whether or not he will 
eventually walk again. 

1. If the patient is able to move the arm on 
the affected side, he will probably be able to 
learn to walk again since the arm is nearly al- 
ways more severely affected than the leg. 

2. If the patient is able to raise the affected 
leg one inch off the sheet while lying in a supine 
position, there should be sufficient muscle power 
remaining to permit walking. 

Training should be started early in those cases 
in which rehabilitation can probably be effected. 
In our experience, those patients whose apo- 
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plexy has been caused by thrombosis or embolism 
can be started on moderate activity twenty-four 
hours after they have regained consciousness. The 
patient whose apoplexy has been caused by cere- 
bral hemorrhage can be started on a program of 


moderate exercise after three weeks at bed rest. 

With such simple procedures, it has been 
found that many hemiplegic patients can learn 
to care for themselves again, to walk, and to re- 
turn to some type of gainful employment. 


The Present Status of... 


The of Cancer 


In THE Journal of Clinical Endocrinology for 
December, 1949, F. W. Preston, S. G. Taylor 
Ill, and J. L. Crumrine reported on the giving 
of testosterone propionate to 17 women who had 
carcinoma of the breast and metastasis to bones. 
Treatment was continued for from 5 to 78 
weeks. Masculinization occurred in all the pa- 
tients. A regression of bone metastasis was ob- 
served in four. In two cases bone metastasis dis- 
appeared entirely. Twelve of fourteen patients 
with severe pain obtained relief for periods vary- 
ing from 1 to 18 months. 

Twelve of the seventeen patients had died of 
the disease, but grateful palliation was afforded 
to all but five. 

In Science News Letter for May 20, 1950, there 
is a note that a number of workers at Columbia 
University, headed by Alfred Gellhorn, have 
found a drug that will greatly slow down the 
growth of certain types of cancer in laboratory 
mice. A new compound called Guanazola re- 
tarded the growth of breast cancers in the mice 
without causing any toxic side-reactions. Al- 


though the drug slowed down the growth of the 


cancers and left them very small, it never 
caused a large growth to diminish in size. Ap- 
parently the chemical has a different effect on 
the cells of the body and of the cancer, and 
this is tremendously important because it can 
be a starting point for more research. 

At a recent meeting of the American Asso- 
ciation for Cancer Research, Drs. K. Sugiura 
and C. C. Stock of the Sloan-Kettering Institute 
reported the discovery of a synthetic chemical, 
SK 1133, which in almost 100 per cent of af- 
fected rats caused the disappearance of a highly 
malignant sarcoma. About 80 per cent of cer- 
tain rat carcinomas also were cured. A related 
chemical, SK 1424, was almost as effective. 

The virus of Russian Far Eastern encephalitis 
shows a striking anticancer activity, completely 
checking the growth of some animal cancers, but 
unfortunately, it kills the animal. A drug with 
anticancer powers is obtained from a fungus, 
Aspergillus fumigatus 943. 

Such findings are all encouraging because 
every one of these discoveries represents a jump- 


ing off place for further research. 
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BY GEORGE L. WALDBOTT, M.D. 
Detroit, Michigan 


The effectiveness of pollen injections administered during the hay 
fever season for relief of hay fever and pollen asthma is dependent 
on accurate estimate of the patient's sensitivity, production of local 
edema, proper adjustment of the doses, and elimination of 


extraneous factors not controlled by the injections. 


CoMPLETE RELIEF from hay fever and pollen 
asthma by means of a few injections of pollen 
extract administered during the hay fever sea- 
son can be one of the most spectacular of thera- 
peutic achievements. Nevertheless, this treat- 
ment has not received the popularity which, in 
my opinion, it deserves, and many physicians 
after trying it have given it up. Different men 
use different techniques and this may account 
for some of the poor results obtained. Philipps, 
for instance, insists on intradermal injections, 
Hansel insists on very small doses, and Loveless 
considers obtaining a good local response to each 
injection essential to good results. During the 
past few years, we have gained information 
which has been helpful both in improving the 
technique and in explaining its failures. 
Careful observation of the local and general 
response to each individual injection and the in- 
sistence that the patients report at my office for 
treatment upon the slightest evidence of symp- 
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toms have made it possible for me to arrive at 
certain conclusions concerning technique. 

Four factors were found to determine the out- 
come of pollen treatment during the season, 
namely: (1) an accurate estimate of the pa- 
tient’s sensitivity, (2) the production of a slight 
local edema at the site of the injection, (3) the 
proper adjustment of the doses and the time 
interval between injections, and (4) the recog- 
nition and elimination of extraneous factors 
which are not controlled by the injections. 

Before an injection of pollen extract is given, 
it is necessary to determine the degree of the pa- 
tient’s sensitivity prevailing at that time. The 
following two cases illustrate the distinction be- 
tween patients requiring “high” and those re- 
quiring “low” doses. 

A 42-year-old man with uncomplicated hay fever 
had been treated with complete relief for five 
successive years with maximum doses of ragweed 
extract ranging between 10,000 and 15,000 units. 


Pollen Injections During Hay Sever CASON 


On August 15 he developed hay fever symptoms 
in spite of the fact that a relatively high level in 
the dose of ragweed extract (13,000 units) had 
been reached. He was given slightly increasing 
doses each day, none of which caused a local 
swelling at the site of the injection, nor did they 
induce relief. On August 24 the dose was raised 
from 17,000 to 25,000 units, and for the first 
time a local swelling was produced within 30 
minutes; simultaneously the symptoms subsided 
and did not recur for three days. On August 27, 
when symptoms had reappeared for a few hours, 
another injection of 30,000 units brought prompt 
relief within 20 minutes. During the following 
two seasons, doses of 10,000 and 14,000 units 
appeared to be inadequate. Higher doses had to 
be given to produce local edema and freedom 
from symptoms. 

In contrast to this case in which the doses had 
to be increased, the following represents a “low” 
dose case. 

A 38-year-old woman had had ragweed hay 
fever, associated with asthma for three years, 
during which time she had extensive ragweed 


treatment with no relief whatsoever. She stated. 


that excessive local reactions ensued following 
each injection and frequent general reactions oc- 
curred. The maximum doses reached during the 
three years were 2,500, 3,000, and 5,000 units, 
respectively. During the past year the patient's 
asthma was most severe “despite” the compara- 
tively large dose reached. In 1941, the first year 
that the patient came under my care, the injec- 
tions were started at the low level of 25 units 
and increased slowly. Even with these small 
doses excessive local sweiling and considerable 
discomfort from the ensuing edema followed 
each injection. 

When the hay fever season began, symptoms 
occurred. Generalized reactions after the treat- 
ment were encountered twice, at the level of 
700 and 620 units, respectively. Within five to 
twenty minutes after the injections, asthmatic 
attacks occurred which endured throughout the 
night following the treatment. When, because 
of these reactions, the dose was reduced to 300 
units, the symptoms cleared up within 30 min- 
utes. Upon repetition of the same dose at in- 
tervals of from three to six days, the patient ex- 
perienced complete freedom from hay fever for 
the first time since she had received pollen in- 
jections. 


These two instances, which have been dupli- 
cated many times in my experience, illustrate 
that it is equally as important to increase the 
doses in a given case, as it is to keep them at a 
low level in another. In fact, a patient may 
change during the course of time from a “low” 
to a “high” dose case, as in the first case cited, 
or vice versa. 

There are definite clinical criteria for distin- 
guishing between the two types of patients. In 
the very sensitive, or the “low dose type,” a his- 
tory of pollen asthma is usually associated with 
hay fever. According to the history, constitu- 
tional reactions have occurred following injec- 
tions, ingestion of certain foods, or inhalation of 
other antigenic materials. These patients exhibit 
unusually strong reactions on dermal as well as 
on intradermal testing. 

On the other hand, patients should be con- 
sidered candidates for large doses if they do not 
react strongly to skin testing; if they do not 
present clinical evidence of sensitization to sub- 
stances other than pollen; if there is no marked 
local response to the individual injections. 


Local Edema 


Charting the degree of local edema ensuing 
from each pollen injection represents the most 
important means for guidance in individualizing 
the treatments. It constitutes a definite clue to 
the immediate effect of a given injection. An in- 
jection producing either no local edema or an 
excessive one will fail to relieve symptoms. A 
local edema from an effective injection of pollen 
extract arises no matter whether it is adminis- 
tered subcutaneously or intracutaneously. An ex- 
cessive wheal is readily spotted by the trained 
eye: pseudopods spread out from the center and 
erythematous flares extend along lymph chan- 
nels. This is a warning signal that a generalized 
reaction might ensue and that the dose admin- 
istered exceeds the individual tolerance. Such an 
excessive dose often causes the injected limb to 
swell to twice its size. Hay fever symptoms may 
become aggravated when the swelling is present 
but usually disappear for five to seven days after 
its subsidence. 

An edema which could be termed “right” is 
one which shows a moderate degree of swelling 
and reddening, but no pseudopods spreading 


from a central wheal. In intracutaneous injec- 
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tions, wheals with pseudopods occur but, in con- 
trast to the one due to an overdose, fail to spread 
and show a tendency to subside within 15 to 
20 minutes. 


Technique 


Initial Dose. In pollen treatment administered 
during the season, the initial injections fre- 
quently determine its outcome. If these are too 
small to produce relief, the patient is discour- 
aged and does not return for further treatment. 
An overdose, on the other hand, is more than 
likely to aggravate the symptoms at least tempo- 
rarily. The initial dose is determined from the 
patient’s response to scratch tests. For instance, 
if the test produces an extremely large, itchy 
wheal, one unit or a fraction thereof should be 
the first dose. Indeed, a strong wheal from a 
scratch test may constitute the initial treatment, 
the relief being noticeable within 30 minutes. 
On the other hand, if the scratch test produces 
no wheal at all or, a very small one, 15 to 30 
units may be given intradermally. The doses 
should be successively stepped up at intervals 
of one-half hour until a local edema occurs and 
the symptoms are relieved. Should an excessive 
wheal or generalized symptoms occur, it may be 
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necessary to wait with subsequent treatment un- 
til the local edema has completely subsided. This 
may take as long as five days. 

Time Interval. In determining the intervals 
between the injections, we may be guided by 
the following observations. 

1. In a patient of average sensitivity, a given 
dose can be safely repeated within three to four 
weeks. If this time interval is exceeded, the dose 
should be reduced by approximately 50 per cent 
for every four weeks. 

2. Although a patient may be very sensitive, 
as many as three injections a day may be given 
with increasing doses, providing the local edema 
stays within a reasonable limit. (See accompany- 
ing chart.) 

3. If considerable local edema has resulted 
from injections, a cumulative action from sub- 
sequent treatment with larger doses is likely to 
induce the effect of an overdose. This manifests 
itself by a severe attack of hay fever or asthma 
either shortly after, or several hours following 
the injection. 

4. Even large doses of pollen extract Cover 
10,000 units) do not afford protection for more 
than ten days. In a number of patients treated 
with such doses, hay fever symptoms could de- 
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Graph illustrating the efficacy of "short 


interval’’ treatment in a severe case of 


pollen asthma so sensitive to ragweed, 


ré 


that an extract of 1/10 cc. of a 


1:1,000,000 dilution caused a general- 


ized reaction. On the first day of 


hospitalization, only scratch tests for 


ragweed were performed every hour 


or two thus producing local swellings. 


This made it possible to start with the 


higher initial dose of 1/10 of one unit 


on the following two days. The injec- 


tions could not be increased because of 


large local reactions. From 9/14 to 


9/19 the local response was such that 


it was possible to raise the dose to 150 
units. The asthma disappeared simul- 
taneously. The patient could be dis- 


charged without symptoms. 
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finitely be attributed to too long intervals be- 
tween treatments. 

It is desirable not to give another injection 
until the swelling from the previous one has sub- 
sided; patients of average sensitivity should be 
treated every three to five days, while those who 
have had intensive treatment preseasonally, may 
permit a week or ten days to elapse between 
treatments. While the patient is hospitalized, I 
have been accustomed to giving at least two, 
sometimes three or four injections a day, with 
the result that after about three days the patient 
can leave the hospital and resume the daily in- 
jections. As a rule, patients thus treated remain 
symptom-free. This treatment, however, can only 
be carried out if the local effect of each injection 
is carefully watched and recorded and if the 
doses are gauged in such a manner that they 
produce wheals which subside within a few 
hours. 

Maximum Dose. In the patient of average 
sensitivity, maximum doses up to 18,000 units of 
each pollen to which he reacts clinically, may be 
employed advantageously. While such large 
doses are desirable, it should be emphasized that 
one should not endeavor to build up large doses 
at the expense of the patient’s well-being. In the 
highly sensitive patients, this may be disastrous. 
The doses should certainly remain far below the 
amounts causing constitutional reactions, regard- 
less of how low a level this may be. 

Coordination of the Doses with the Pollen 
Count. It is necessary to coordinate the treat- 
ment with the concentration of pollen in the air. 
In general, the most severe symptoms of hay 
fever appear on the days when the pollen count 
is high. On such days, special caution should be 
exercised not to overdose the patients. It is my 
practice to be cautious in increasing the pollen 
injections during the first part of the pollen sea- 
son, until the pollen peak has passed. ‘Thereafter 
the doses can be stepped up more vigorously. 
In the latter part of the pollen season, the cor- 
relation of pollen count with the severity of 
symptoms is not as conspicuous as earlier in the 
season, infectious processes in the sinuses com- 
plicating the situation. In this case, antibiotics 
assist in the control of these symptoms. 

More symptoms occur in seasons when there 


is a sudden increase of pollen in the air, than 
in seasons during which there is a gradual rise 
of the pollen count. 


Factors Other Than Pollens 


Thorough questioning of patients not success- 
fully treated revealed that factors other than 
pollen may account for hay fever symptoms and 
interfere with the results of pollen treatment. 
Thus, in one patient, attacks lasting from two 
to five hours were brought on daily by exposure 
to a particular brand of shaving cream. In an- 
other patient the ingestion of navy beans in- 
duced an immediate severe attack of asthma 
lasting for five days. A second but less severe 
seizure was brought on in an experimental trial 
with a very small amount of this food. In still 
another patient, the use of a flaxseed poultice 
accounted for an attack which lasted 24 hours. 
The odor of gladiolus flowers accounted for 
minor respiratory symptoms in still another pa- 
tient. All of these individuals had otherwise 
been completely free from hay fever symptoms. 
Among foods, sensitivity to cantaloupe and 
watermelon is a common source of aggravation 
of pollen hay fever and asthma. 

Another very important factor affecting the 
efficacy of the treatment is the appearance of 
fungous spores in the air. This might account 
for “hay fever” symptoms on days of low pollen 
count in spite of otherwise “perfect” treatment. 
The spores which are held mainly responsible 
for a general aggravation of hay fever on such 
days are those of alternaria, hormodendrum, 
and smut. In cases not responding satisfactorily 
to pollen injections, extracts of these fungi can 
be routinely incorporated in the treatment. 

Leading allergists hold many divergent opin- 
ions on the efficacy of co-seasonal pollen therapy. 
I have found this method eminently successful. 
In the majority of patients who have not ob- 
tained complete relief, I noted that the right dose 
had not been adjusted to the individual case. 
This holds true if we except the relatively few 
instances in which extraneous factors outside of 
our control play a part. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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BY ©O. BRANDON HULL, M.D. 
Lubbock, Texas 


Hyperventilation syndrome is produced when a patient has some stimulus leading 
to overbreathing with a resultant loss of carbon dioxide from the lungs. Although 


the physician sees such a case practically every day and the symptoms 


follow a fairly definite pattern, too often it is incorrectly diagnosed. 


HYPERVENTILATION SYNDROME is a symptom 
complex seen practically every day of a physi- 
cian’s practice. It has been estimated by Kerr 
(1937) to account for 25 to 33% per cent of the 
general practitioner's cases. Too often this type 
of case goes unrecognized and undiagnosed, the 
patient being considered by the attending physi- 
cian as a “neurotic” in order to account for the 
multiplicity of complaints. Or, all too frequently, 
the patient is diagnosed as having a serious ill- 
ness, generally heart disease. It is the purpose 
of this paper to stress the common occurrence 
of this syndrome in the everyday practice of the 
general practitioner, the internist, and every 
other specialist. Because of its bizarre manifes- 
tations and its basic etiology, it is seen by every- 
one regardless of the limitation of one’s practice. 
Too many of us have been lulled into a 
sense of false security by medical school teach- 
ings. We were taught to diagnose all organic 
diseases and have been exposed to those stress- 


ing psychosomatic complaints. Most of us find, 
however, that we fall short when it comes to 
dealing with cases having many vague com- 
plaints, for all too often a supposed complete 


- history, physical, and laboratory work-up fail 


to reveal actual pathology. Hyperventilation 
syndrome is in this category. We have heard 


of it in medical school, maybe read an occa- 


sional article. There is no question in our 
own mind but what we could easily diag- 
nose a case of tetany without assistance. But do 
we recognize the mild symptoms seen in most 
of these cases? The usual teachings fail to as- 
sociate these common experiences in daily prac- 
tice, and since one has to draw upon his own 
experience and ingenuity to explain them, he 
frequently remains confused or makes an er- 
roneous diagnosis. Unless a case shows definite 
signs of tetany, we may miss the chronic or 
mild forms with early signs and symptoms. 

Let’s discuss briefly the physiologic mechanism 
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producing hyperventilation syndrome, the com- 
mon complaints, and then present case histories 
of the type encountered in every practice. 

Although much work has been done on the 
physiology and biochemistry of this subject, it is 
not completely understood. The scope of this 
paper does not include the experimental side 
of the problem but rather calls to your atten- 
tion the practical significance of the studies of 
Haldane (1908) and others through Goldman 
(1922) to Kerr, Kerr having introduced the 
term hyperventilation syndrome in 1937. Suffice 
to say, hyperventilation syndrome is produced 
when a patient has some stimulus which pro- 
duces overbreathing and overventilation with 
the resultant loss of carbon dioxide from the 
lungs. This produces a change in the blood pH, 
and alkalosis results. There is some argument 
that this is the complete story, but one gets lost 
in the observations of the biochemist and physi- 
ologist. The basic change is essentially as de- 
scribed, and for further study as to whether al- 
kalosis is the sole cause for the actions the 
adrenals play and many other factors, one is re- 
ferred to the literature on the subject. 


Symptoms, 


Hyperventilation syndrome produces a mul- 
tiplicity of sensations to the patient and a mul- 
titude of symptoms and complaints for the 
physician to understand. They follow a fairly 
definite pattern: more commonly, headache, 
lightheadedness, dizziness, constriction around 
the chest, dyspnea, palpitation, numbness and 
tingling of the extremities, drawing of the hands, 
even sharp chest pain, and a sensation of suffo- 
cation. And to quote some of the patients, “I 
hurt all over,” “My hands tingle,” “I can’t 
breathe,” “I can’t get any air,” and the list may 
go on, depending on the description of various 
people. These have been produced experiment- 
ally by Fraser (1938) and Sargant (1940), Hin- 
shaw and Boothby (1941). Soley (1948) and 
Shock (1938) have explained the “effort syn- 
drome” on a hyperventilation basis. 

The important thing to recognize is that the 
hyperventilation syndrome varies in degrees 
from patient to patient. The stimulus may be so 
different as to completely baffle the physician. A 
student nurse ordinarily in excellent health 
starts having menstrual cramps and hyperven- 


tilates producing all the symptoms listed above, 
even to the point of tetany. A politician gets 
excited listening to the election returns and de- 
velops a supposed heart attack, or it may be a 
young man with a chill at the onset of pneu- 
monia, a patient with ulcer pain, or a truck 
driver after a minor traffic entanglement. 

One must rely solely on a very careful his- 
tory and elicit time of onset and place to get a 
possible lead if it is a patient complaining of 
having had “fainting spells,” “heart attack,” 
“dizzy spells,” or any symptoms as listed above. 
A patient who sighs frequently or “Can’t breathe 
below here,” pointing toward the sternum, and 
stating “I can breathe but the air doesn’t do me 
any good,” is one to be observed closely and to 
be given a hyperventilation test in an effort to 
reproduce the symptoms. If one sees the patient 
in an attack, usually as an emergency, one has 
an advantage because then he understands the 
situation and can obtain a more reliable history, 
especially if one observes the environment and 
surroundings. 


Cases 


All cases had complete history, physical ex- 
amination, any laboratory work deemed _neces- 
sary, vital capacity, and circulation time. The 
pertinent facts are listed below. 

Case No. 1, a 47-year-old white obese sales- 
man, gave a history of a trembly sensation and 
a fluttering sensation in his heart. He com- 
plained of dizziness, tiredness, no energy, a 
sense of fullness in his chest, and at times short- 
ness of breath. These tended to come on in 
spells, especially while driving. Occasionally he 
had a tight feeling in his chest which lasted 30 
to 40 minutes at a time. On one occasion he 
thought he would lose consciousness but never 
did. 

Family history and past history are noncon- 
tributory. He smokes one and a half packages 
of cigarettes a day, averages four cups of coffee, 
and uses no alcohol. Physical examination re- 
vealed an obese white male. Heart: no palpable 
thrills, sounds were good quality, A, greater 
than P,, regular sinus rhythm, no murmurs. 
Pulse 82. Blood pressure 140/76. Heart was not 
enlarged to fluoroscopy. Abdomen pendulous, 
reflexes physiologic, and the remainder of exam- 
ination essentially negative. Laboratory examina- 
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tion was within normal limits. Vital capacity 
was 4.8 liters, which is normal. The electrocar- 
diogram was normal. 

The patient was made to hyperventilate in 
the office and most of his symptoms were pro- 
duced. It is interesting to note this patient had 
been treated with digitalis, Benzedrine sulfate, 
and thyroid because of the above complaints. 
This tended to aggravate his condition. 

This man’s anxiety was primarily over the 
policy of his company and his own feeling of in- 
adequacy. He had thought his company had not 
followed a vigorous enough policy after the war 
to maintain its business, and he, too, because of 
the company’s attitude, had been rather lax. He 
felt he had been with the company long enough 
that he might have done something to correct 
this. However, he had made no recommenda- 
tions and it caused him no little concern. This 
especially was noted after he called on a cus- 
tomer and while driving to the next town, 
thinking of this particular difficulty, he would 
frequently have an attack. 

Case No. 2, a 25-year-old college student, 
came in complaining that he had “heart trouble.” 
On questioning, this was described as a peculiar 
sensation in the chest. He felt tingly all over, 
as if he were stopping up and could not get his 
breath. Attacks usually occurred.at night. He 
was also considerably worried and nervous. 

Past history and family history were noncon- 
tributory. He smoked about one package of cig- 
arettes a day, drank two cups of coffee, and used 
alcohol only occasionally. 

Physical examination revealed a_well-de- 
veloped, well-nourished, white male. Heart: no 
palpable thrills, sounds good quality, A, greater 
than P,, regular sinus rhythm, no murmurs. 
Pulse 88. Blood pressure 140/90. Heart not en- 
larged to fluoroscopy. Abdomen negative, re- 
flexes physiologic. He was made to hyperven- 
tilate, which reproduced his symptoms of tin- 
gling and tight feeling in his chest. This was to 
a lesser degree than his attacks but it was sig- 
nificant. The electrocardiogram was within nor- 
mal limits as was his vital capacity. 

Careful questioning of this patient revealed 
that he had gone to college continuously for 
over two years since his discharge from the 
Army. He was carrying a heavy schedule, was 
very anxious to get through as soon as possible, 
and had considerable anxiety about carrying the 
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number of hours and maintaining the grades 
that he felt he should make. 

Case No. 3, a 27-year-old pump house worker, 
three weeks prior to office visit had, while work- 
ing in the pump station, taken a cup of coffee 
and after working hard, got excited. He had a 
spell which was described as tingling of the ex- 
tremities, breathlessness, floating head, numb- 
ness of the lips, and a feeling of faintness. He 
was seen by his doctor who told him he had an 
irritable heart and later a leaking valve with no 
other explanation. Prior to his onset three weeks 
before, he had always had smothering spells 
when nervous. 

Careful questioning revealed considerable 
family worries, an alcoholic brother-in-law who 
caused him much concern and anxiety. He also 
had difficulty with his boss and most of his at- 
tacks had occurred shortly after a conversation 
or disagreement with his superior. He had al- 
ways been nervous. He smoked one package of 
cigarettes a day, took alcohol occasionally, and 
used coffee only occasionally. 

Family history and past medical history were 
noncontributory. 

Physical examination revealed a_ well-de- 
veloped and well-nourished white male. Chest 
was clear. Heart: no palpable thrills, sounds 
good quality, regular sinus rhythm, A, greater 
than P,. He did have a slight cardiorespiratory 
murmur. Pulse 82. Blood pressure 130/70. 
Heart was not enlarged to fluoroscopy. Vital 
capacity 112 per cent. Remainder of the physical 


examination was negative. The hyperventilation 


test reproduced this patient's symptoms and the 
electrocardiogram was normal. 


Anxiety 


The three cases presented happen to be men 
whose hyperventilation was due primarily to 
anxiety. They could have just as well been a 
young co-ed dismissed from college with a di- 
agnosis of heart disease, too severe to continue 
her school work with no serious cardiac lesion 
found on examination; a telephone operator 
with anxiety over her boy friend or lack of boy 
friends; a very unstable 33-year-old beauty op- 
erator having extramarital sex relations because 
of an unhappy home life; or, one of the more 


unusual, a young college student, an independ- 


ent young cuss in the early 20's, who resented 


his father-in-law’s giving him some oil land to 
see him through his college years. Hyperventila- 
tion can occur in almost any type of case, and 
an understanding of it will help to explain many 
of these cases that may have remained unex- 
plained in the past. These patients seem to be 
on the edge of a precipice as far as alkalosis is 
concerned; any anxiety which would not ordi- 
narily bother a person acts as a trigger mechan- 
ism to start their overbreathing and produce the 
above-mentioned symptoms following short 
periods of hyperventilation. 

After the above examples, you may be able 
to recall instances in your own practice when 
the diagnosis might have been a case of hyper- 
ventilation syndrome. Granted, many of these 
patients are of nervous temperament and could 
be called neurotics; at the same time medicine 
does only temporary good. They shop around 
from physician to physician, get varied opinions, 
and finally have a fixed psychoneurosis. Too 
many are told they have heart disease and are 
made cardiac neurotics, making the problem 
difficult when the cardiologist finally sees the 
patient. We must not forget, however, electro- 
cardiogram changes actually occur. This has 
been demonstrated by Thompson (1943). In- 
version of the T-waves, S.T. depression with 
lowering of T-waves in any or all leads may be 
involved. The QRS changes occurred in only 
one case of Thompson’s and this was limited to 
lead IV. These changes are present only during 
hyperventilation and disappear with normal 
respiration. They can be reproduced by having 
the patient hyperventilate. 

Other observers are not in complete agree- 
ment with Thompson’s findings, but with elec- 
trocardiograms being taken in increasing num- 
bers and interpreted by physicians not cognizant 
of this fact, the danger of diagnosis of myocar- 
dial infarction diagnosed on such ground re- 
mains the same. This may be one of the rea- 
sons for many patients being diagnosed as hav- 
ing myocardial infarctions when subsequent 
electrocardiograms fail to show such changes. 

We should all be aware of the electrocardio- 
graphic findings possible with hyperventilation, 
change of position of the diaphragm with deep 
breathing, and avoid making the diagnosis of 
myocardial infarction in the patient who already 
has some nervous instability. One must also re- 
member that patients may hyperventilate in the 


presence of a real coronary lesion or other pa- 
thology. 

This paper may seem critical, but an article 
along this line is needed, maybe because of in- 
adequacies in times of confusion when the syn- 
drome was not recognized. While this paper was 
in preparation, a patient was seen whose primary 
complaint was due to pain from peptic ulcer, 
with resulting hyperventilation syndrome. 
Granted, the organic lesion was diagnosed, but 
the physician asking the consultation was at a 
loss to explain the multiplicity of complaints. 
After relieved, hyperventilation reproduced the 
symptoms. When one sees this all too frequently, 
it needs to be called to our attention. The con- 
verse is also true. One should be doubly sure 
there is no real organic pathology in the “anx- 
iety,” “hysteria” states. 

Many of the cases we are called to see follow- 
ing emotional upset, such as a death in the fam- 
ily or family quarrels, are really not “hysterias” 
as diagnosed and interpreted in the past but are 
really hyperventilation syndrome on an emo- 
tional basis. Too many are perfectly calm within 
two or five minutes after breathing into a com- 
mon paper bag for it to be a true hysteria. ‘The 
results are much quicker with the paper bag 
treatment (see below) and more satisfactory than 
with the old “hypo.” 


Treatment 


Treatment of hyperventilation cases reduces 
to a few basic facts. 

1. A complete, careful, detailed history in- 
cluding the time, place, and circumstances pre- 
ceding the attack or attacks. 

2. Complete physical examination and any 
laboratory work deemed necessary. 

3. Hyperventilation test by having the pa- 
tient breathe rapidly 15 to 30 times a minute 
through the mouth with a full expansion of the 
chest will reproduce many of the symptoms as 
occurred with the attack. Maybe not all because 
of the different type of stimulus. Breathing into 
a paper bag restores it normally within one to 
three minutes. One takes a small paper bag, 
holding it over the nose and mouth so that the 
patient may rebreathe for one to three minutes, 
and, in rebreathing the carbon dioxide, the 
symptoms subside gradually, usually within three 
minutes. When this is done, it gives the 


GP @ Volume Il, Number 3 


- 
56 


physician the opening he needs to convince 
the patient that hyperventilation is the cause 
of his complaints. 

Many physicians have shown little interest, 
have spent too little time to thoroughly recog- 
nize the significance of such a variety of com- 
plaints in the so-called “neurotic.” The patient 
who is reassured without adequate explanation 
or told “it’s all in your head” or “you are just 
imagining your symptoms” remains unsatisfied 
and all too frequently seeks a cultist who will 
spend time on the patient. Any organic lesion 
must be described and treated, but to prevent 
hyperventilation syndrome the patient must have 
an explanation in terms he can understand and 


What Others Are Saying .. . 


A VERY HAPPY DEVELOPMENT in medicine is the 
tremendous strengthening of general practice as 
a specialty. The American Academy and the 
North Carolina Academy of General Practice, 
in their respective spheres, fill very important 
places in the medical world. 

General practitioners are, for several reasons, 
the most significant subsidiary medical group 
within the state. 

They, together with the internists, constitute 
more than 61 per cent of the members of the 
Medical Society of the State of North Carolina, 
and are, therefore, a majority. 

They have it within their power to guide and 
profoundly influence the affairs of the State So- 
ciety. They are in a favorable position to deter- 
mine the quality of professional service rendered 
and to educate the laity as to its value. 

They continue to have the confidence of the 
public and are the most valuable of all of our 
public relations agencies. 

They are the trusted family physicians of our 
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must be taught to control it. The general prac- 
titioner and internest must then decide how 
much can be accomplished by treating the or- 
ganic lesion and preventing the initial stimuli 
from producing hyperventilation. If it is purely 
on an anxiety state and too fixed for the physi- 
cian, then a psychiatric consultation should be 
advised. Medication such as phenobarbital or am- 
monium chloride may help temporarily in mild 
anxiety states and get temporary results, but the 
cause must be found and eliminated in all cases 
if satisfactory results are to be obtained. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


lawmakers and may influence medical legislation 
to a greater extent than any other group. 

Every general practitioner in the state should 
hasten to become a member of the Academy. 
Not only will his professional life be stimulated, 
but he will acquire an influence heretofore 
denied him. It may well be that the rapidly de- 
veloping organization of general practitioners 
will become the agent which will save our medi- 
cal system from destruction at the hands of the 
government. 

Our medical schools would do well to con- 
sider the establishment of Departments of Gen- 
eral Practice, directed by general practitioners. 
Such recognition of general practice as a spe- 
cialty would do much to attract young men to 
this most fundamental branch of medicine, to 
the great profit of the public and medicine as 
a whole.—G. W. Murpny, M.D., President's 
Message to the Medical Society of the State of 
North Carolina; from the April, 1950, issue of 
the North Carolina Medical Journal. 
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VASCULAR COMPLICATIONS IN 

EXTREMITIES IN DIABETICS 
Atheromatosis 
Occlusion of the arteries 


CONTRIBUTORY FACTORS 
Neglected diabetic care 
Corns 
Calluses 
Abrasions 
Bunions 


DIAGNOSIS 

Important to diagnose potential 
cases of gangrene 

Circulatory function tests 

Absent pedal pulses 

Presence of lesions 
Rose spots, scars, pigmented 
scars, large blebs, persistent 
ulcerations 

X-ray—soft tissue 


COMPLICATIONS 


DIFFERENTIAL DIAGNOSIS— Gangrene 
Diabetic 
Arteriosclerotic 
Thromboangiitis obliterans 
_ Endarteritis obliterans 
Embolic occlusion 
Frost bite 


Bunions -* 


Infected calluses” 


TREATMENT 


Complete control of diab: ‘es 
Improve peripheral circu: ition 
Establish collateral circu! tion 
Physical medicine procec ures: 
Oscillating bed 
Mecholyl iontophoresis 
Passive vascular exerc: ses 
Intermittent periodic compres 
Vasodilators 
Papaverine 
Priscoline 
Etamon 
Control infection - 
Local care 
Antibiotics—penicillin 
aureomycin 
streptomycin 
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Lractical Lherapeutics 


COMPLICATIONS OF THE PERIPHERAL VASCULAR SYSTEM IN DIABETICS 


BY DAVID W. KRAMER, M. D. 
Jefferson Medical College, Philadelphia 


Docror Kramer: As you know, diabetes mel- 
litus is a very prevalent condition today and one 
of the most common complications of this dis- 
ease concerns itself with peripheral vascular dis- 
orders. 

We shall not enter into a discussion of why 
diabetics are so prone to develop pathologic 
changes in the vessels. We may, however, state 
that diabetics develop changes in the arteries a 
decade earlier than do nondiabetics. There is 
no unanimity of opinion as to the exact cause 
for this. The suggestion that it is attributable 
to the hyperglycemia is debatable at the pres- 
ent time. 

The true significance of hyperglycemia is not 
yet settled. The question of hypercholestero- 
lemia is a more acceptable explanation. The role 
of a disordered lipid metabolism and the high 
cholesterol content in producing atheromatosis 
has many adherents. 

Regardless of these controversial issues, the 
fact remains that these patients do have struc- 
tural changes in the vessel walls which may ap- 
pear at earlier ages than in others and that oc- 
clusive vascular disease is a common develop- 
ment among diabetics. 

It may be of interest to present three cases, 
showing various steps and developments of this 
complication and discuss the management of 
these problems. 

Doctor Perilstein, will you please give us a 
brief history of the first case? 


This article is based on a therapeutic conference at 
Jefferson Medical College, Philadelphia. 
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Case No. 1 
Docror PeritstEin: A 63-year-old white fe- 


male patient has had diabetes for eleven years 
and has been well controlled by diet and 35 
units of insulin daily. 

She was admitted with a history of having 
developed a large bleb on the plantar surface of 
the left middle toe two weeks prior to admission. 
This blister appeared overnight with no appar- 
ent cause. There was no history of a trauma nor 
of a burn. The bleb was not painful nor was 
there evidence of any infection or complications 
around this area. The bleb ruptured the follow- 
ing day, the base became discolored and later 
assumed a gangrenous appearance. 

- There was no history of intermittent claudi- 
cation, “rest” cramps, coldness, numbness, par- 
esthesia, and there was no history of any color 
changes in the toes previously. 

Docror Kramer: What did you find on 
physical examination? 

Docror Prritstren: The general physical ex- 
amination did not produce any unusual findings 
so we shall limit ourselves to the examination 
of the lower extremities. 

The feet were cold to the palpating hands. 
There was evidence of trophic changes in the 
nails. The middle toe was slightly swollen and 
discolored. There was an area of superficial ul- 
ceration and discoloration on the plantar sur- 
face. The dorsalis pedis pulses, the posterior 
tibial pulses, and the femoral pulses were good. 

Doctor Kramer: What did the circulatory 
function tests show? 
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Docror Prristein: The oscillometric read- 
ings in the legs ranged from 4% to 4° spikes. 
This is slightly below normal. 

Venous filling time was 6 seconds on the right 
and 9 seconds on the left. These are within 
normal limits. 

Plantar ischemia was negative on both sides. 

Histamine test showed some delay of capillary 
response in both feet and legs. 

X-ray films showed a few calcific deposits in 
the left posterior tibial artery and equivocal cal- 
cification in the dorsalis pedis arteries in both 
feet. There was no evidence of osteomyelitis of 
the phalanges. 

The Wassermann and Kahn tests were strong- 
ly positive: 

Docror Kramer: (To one of the students.) 
How would you treat this case? 

SrupEent: I would employ the various pro- 
cedures that are used in the treatment of circu- 
latory disturbances. 

Docror Kramer: Which procedures would 
you prefer? 

SrupeEnt: Passive vascular exercises, oscillat- 
ing bed, and other physical medicine procedures. 

Docror Kramer: That may apply to other 
cases which will be presented later but in this 
patient the status of arterial circulation is good. 
She has good pedal pulses and if you will recall 
the results of the circulatory function tests, the 
findings indicated a fairly efficient blood supply, 
particularly of the larger vessels. However, she 
does present an interesting finding and that is 
the large bleb. There are lesions which are seen 
in a diabetic, which may indicate that this pa- 
tient has active changes taking place in the 
smaller vessels. These lesions were described 
in an article published in 1930, “Early or Warn- 
ing Signs of Impending Gangrene in Diabetes.” 
They consist of small, rose spots, small, pock-like 
scars, pigmented areas, large scars, and blebs. 
Blebs appear abruptly, they do not extend after 
they have once appeared, and they are painless 
although they may have some slight burning 
sensations. It is a question as to whether they 
could be attributed to some disturbance of the 
nerves in that area or, most likely, due to some 
active changes taking place in the smaller ves- 
sels. The phenomenon that this patient presents 
is not commonly seen but if one is not alert, it 
can be overlooked because patients consider such 
blebs trivial matters and may not take the 


trouble to call the physician’s attention to ther 

The treatment in this patient, therefore, wou! 
be to control the diabetes and to treat the loc: 
development with extreme antiseptic precau- 
tions. It has been our practice to cleanse the area 
daily with bacitracin solution, 1:500/U per cc. 
twice daily, and to apply a dry, sterile dressing 
over the area. It is advisable not to use adhesive 
over the skin which may produce bruises when 
dressings are changed. The bleb may be opened 
after painting the area with tincture Merthiolate 
and trimming off the redundant skin, swabbing 
the underlying surface with bacitracin solution, 
and then applying a dry dressing. This may be 
repeated daily until a dry state of the lesion has 
been accomplished. 

The prognosis in these cases is favorable if 
the condition is judiciously managed. 

Srupent: What significance would you at- 
tach to the positive serologic findings in this 
patient? 

Doctor Kramer: This is a pertinent ques- 
tion. As you know, positive Wassermanns are 
occasionally seen among diabetics but the per- 
centage is not high. In this particular patient, 
I doubt whether the syphilis back of the Wasser- 
mann and Kahn tests has played much of a role 
in the present condition for which she was ad- 
mitted to the hospital. Syphilis is notorious for 
its effect upon the arteries and particularly the 
smaller arteries. Endarteritis obliterans is not un- 
usual in luetics, but in this case, with the cir- 
culatory tests indicating a good blood supply to 
the distal parts and the absence of any other 
findings in the examination which might be at- 
tributed to syphilis, we may consider it an inci- 
dental finding. However, in view of the toes 
showing some swelling and redness and with the 
likelihood of cellulitis resulting in a diabetic, 
particularly of her age, I would recommend the 
administration of penicillin, 300,000 units twice 
daily, until all evidence of the local condition 
of the toe has been fully controlled. This, in- 
cidentally, should have a favorable influence 
upon any underlying luetic condition which 
may exist. 


Case No. 2 


Doctor Peritstem: A 63-year-old white fe- 
male who had had diabetes for twenty-four 
years, which has been fairly well controlled 
with diet and insulin, was admitted in Septem- 
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ber, 1949, for some trouble with her feet. The 
patient stated that she had had a recurring ulcer 
on the left sole over a callous area for the past 
four to five years. Recently, she had complained 
of difficulty in walking. She said that after she 
walked two or three blocks, she developed 
cramps in her legs. This complaint was of re- 
cent development, first appearing in August, 
1949. There was no history of “rest” cramps. 

As in the previous case, this woman had a 
large bleb which appeared overnight on the sec- 
ond left toe. The toe became swollen and an ul- 
cerated area developed at the site of the bleb. 

From the past history, we learned that ten 
years previously she had developed gangrene 
of the middle toe on the right foot following an 
infection which resulted in amputation. Three 
years previously she had had a similar experi- 
ence of infection developing into gangrene, in- 
volving the left big toe, which had resulted in 
amputation. The present discussion is based on 
her admission, in September, 1949, for an in- 
volvement of the second toe on the left foot. 

She is now in the hospital for treatment of 
cardiac condition, but we are presenting her 
to show developments which may occur in a 
diabetic as to complications in the extremities. 

Doctor Kramer: Will one of you please 
come up and examine the patient? 

Srupent: The feet are warm. The fourth toe 
on the right foot and the big toe on the left 
foot are missing. There are no evidences of any 
active lesions of the toes at the present time. 

Docror Kramer: That is correct. What else 
do you notice on this patient, particularly in ref- 
erence to the pulses? Which pulses do you 
search for? 

Srupent: The dorsalis pedis pulse should be 
palpated on the outer aspect of the first meta- 
tarsal and the posterior tibial pulse on the pos- 
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terior aspect of the inner malleolus. 

Docror Kramer: How are the pedal pulses? 

Srupent: The dorsalis pedis pulses are faint 
on both sides. It is difficult to palpate the pos- 
terior tibial vessels. 

Docror Kramer: That is true, but with ex- 
perience one can easily elicit these pulses. On 
the right foot, the posterior tibial pulse is di- 
minished and on the left foot it is faint. How 
would you determine the status of her arterial 
blood supply? 

Sruvent: I would like to know what the cir- 
culatory function tests revealed. 

Docror Kramer: Doctor Perilstein, will you 
give us the results of these tests? 

Docror Peritstemn: The oscillometer shows 
3%4° spikes on the right leg and 27%° spikes on 
the left leg. As you know, the normals should 
range from 5 to 8° spikes. 

The plantar ischemia test was negative on 
both sides. 

. Venous filling time was slightly delayed in 
both feet, more so on the left. 

Histamine test showed a delay of capillary 
response in both feet and legs and both thighs. 

Doctor Kramer: What were the laboratory 
studies? 

Docror Cholesterol was 335. 
Uric acid was 3.0. Sedimentation rate showed 
34 mm. drop in one hour. Wassermann and 
Kahn tests were negative. 

X-ray films showed calcification in the larger 
arterial trunks; there were some phleboliths 
noted and there was no evidence of inflamma- 
tory bone changes in the left foot. 

Doctor Kramer: Are these the present find- 
ings? 

Doctor No, these were the 
studies made when she was admitted in Sep- 
tember, 1949, for complications in her left foot. 


a 


Docror Kramer: Dr. Perilstein, will you give 
us the outline of treatment which was carried 
out at that time when she had threatened gan- 
grene of the second toe? 

Doctor Prritstein: Obviously, the diabetic 
condition was vigorously treated by a dietetic 
regimen and insulin until the blood sugar was 
controlled and the urine became sugar free. 

Doctor Kramer: How about the local condi- 
tion? 

Docror Perustein: The patient was kept 
in bed. Penicillin, 300,000 units, was prescribed 
twice daily intramuscularly. Locally, bacitracin 
solution was applied over the area on the second 
toe. A high cradle was employed to protect the 
foot from further injury. She received Prisco- 
line 50 mg., three times a day, and she was sent 
to the department of physical medicine for 
Mecholyl iontophoresis with the spiral electrode 
method and the oscillating bed for one hour 
daily. 

Srupent: What do you mean by the spiral 
electrode method? 

Docror Kramer: Mecholyl iontophoresis may 
be carried out by two methods; one is the im- 
mersion method, whereby the extremity is placed 
in a bucket containing a solution of Mecholyl 
0.25 and 0.5 per cent, with a galvanic current 
attached to the bottom of the container. This 
may be used in ordinary cases where the cir- 
culation is impaired, particularly when we are 
dealing with arteriospasm. No doubt, this pa- 
tient has a fairly marked degree of spasm of 
her vessels. In our experience, we have made 
it a rule not to employ the immersion method 
when we are dealing with open lesions which 
this patient presented at the time of admission 
in September. We, therefore, suggested the spiral 
electrode method. In this procedure, either gauze 
or bandages are soaked in the solution of 
Mecholyl and wrapped around the foot and leg. 
The spiral electrode is placed over the bandage 
and then attached to the galvanic current, with 
a dispersal pad on the buttock or back. In this 
manner, we obviate the possibility of infection 
entering the exposed wound. 

Srupent: Is there any significance to the high 
cholesterol content in this patient? 

Docror Kramer: Yes, we should make some 
effort to control this condition if possible. It is 
not easy to do so. We do try to control this con- 
dition by diet and medication. Today, the aver- 


age diabetic’s diet contains small amounts of 
fat, about 60 to 70 Gm. a day, which certainly 
is not high. Doctor Perilstein, was there any 
medication prescribed to control this condition 
at that time? 

Docror PrEritstTein: Yes, we ordered a low- 
fat diet and also suggested choline, inositol, and 
methionine, towards controlling the hypercholes- 
terolemia. As you know, these drugs have been 
advocated and there have been some favorable 
reports, but others have questioned the definite 
action of such remedies upon the cholesterol 
content in the blood. 

Doctor Kramer: That is quite true. How- 
ever, we advocate its administration because it 
certainly may help and will do no harm if used 
properly. 

We are pleased to report that with the above 
outline of therapy, this patient made a success- 
ful recovery from the threatened gangrene of 
the second left toe. Today she shows no evi- 
dence of any active lesions and at the present 
time is not a candidate for gangrene. 

There is another point of interest in this case 
which deserves some comment and that is the 
calluses; there is one callus on each foot. On the 
left foot there is a small ulcerative lesion. This 
may not seem so significant but to those who 
have to treat these patients, the presence of cal- 
luses presents many trying situations. There is 
the possibility of chronic irritation when the cal- 
luses are large enough, as they may cause con- 
tinued bruising of the underlying tissues. In 
time, this may produce changes in the soft struc- 
tures and even in the bony structures from the 
repeated slight trauma. Another more serious 
aspect, is the fact that these calluses usually de- 
velop fissures. The fissure gets larger and pene- 
trates deeper into the tissues, and despite hy- 
genic care that some patients carry out Cand 
which all patients should do), the infection en- 
ters into the subcutaneous tissues and may pro- 
duce cellulitis, ulceration, and in some cases, 
may result in osteomyelitis of the metatarsals. It 
is quite possible that this may have been a con- 
tributory influence in this patient which re- 
sulted in amputation of two toes. If you will 
recollect,.our patient states that at first, she had 
cellulitis, infection, and then gangrene which 
resulted in the removal of the digits. 

Srupent: How would you treat the calluses? 

Doctor Kramer: Unfortunately, we have no 
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Figure 1 (left) shows bleb on toe of diabetic in Case No. 1. Figure 2 (middle) 
shows callus on sole and successfully treated gangrene of the second left toe 
which has completely healed. Figure 3 (right). Gangrene of left big toe. 


definite treatment which can be used to control 
the development of calluses. It may be an ortho- 
pedic problem because of faulty metatarsal 
arches. However, when these patients appear 
with complications, it is too late to help them by 
the correction of such mechanical causes. It has 
been our policy to teach the patient to keep the 
callus soft by using cocoa butter nightly, and to 
thoroughly cleanse these areas with solutions 
such as boric acid or bacitracin solution. If in- 
fection once develops, then we advise the patient 
to be hospitalized or go to bed and have ab- 
solute rest. Administration of antibiotics to con- 
trol the infection is advised and, needless to add, 
we emphasize the necessity of proper control of 
the diabetes. If these cases have evidence of im- 
paired circulation, then the procedures, which 
we have used in this patient, such as Mecholyl 
iontophoresis, oscillating bed, peripheral vascu- 
lar exercises, or intermittent venous compres- 
sion, are instituted to improve the circulation 
and bring about the development of a collateral 
blood supply. 

The question of surgery often enters into the 
discussion. We know of no palliative treatment 
for calluses. Trimming them down to a flat sur- 
face of the sole is unfortunately carried out by 
some, but in a diabetic this is always a procedure 
with dangerous liabilities. Many of the cases of 
gangrene which we see in diabetics can be traced 
to the “overtrimming” of calluses. Personally, I 
would rather see surgery in these cases and have 
advocated it in some patients. Occasionally, com- 
plete excision of the callus is performed, after 
t!. patient has been hospitalized and the di- 
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abetes has been controlled and if there is an 
adequate arterial circulation. This is obviously 
a courageous form of treatment but has been 
carried out because of necessity. 

Docror Kramer: Doctor Perilstein, what is 
the next case? 


Case No. 3 


Docror A 66-year-old white 
male was admitted on April 22, 1950, for gan- 
grene of the left big toe. 

The patient stated that he had developed 
trouble in the left big toe in November, 1949. 
It began with a sense of irritation about the nail 
and this was followed by an inflammatory reac- 
tion in the soft tissues. Later, there was some 
oozing or discharge around the edge of the nail. 
In a week or ten days the nail came off. The 
condition was fairly controlled until February, 
1950, when the left big toe became swollen and 
was very painful. There was marked rubor, and 
shortly after this there was swelling over the 
dorsum of the foot with red streaks. He did not 
know whether he had fever or not. In the latter 
part of February, the toe became discolored, 
turned black, and gangrene developed. 

Doctor Kramer: What conditions may cause 
gangrene in the lower extremities? 

Srupent: Diabetes mellitus. 

Docror Kramer: Are there any other condi- 
tions which could bring about this complication? 

Srupent: Arteriosclerosis, Buerger’s disease, 
and endarteritis obliterans. 


Docror Kramer: That is correct. In going 


over our files and some statistics on gangrene, we 
find that diabetes mellitus and arteriosclerosis 
will account for about 80 per cent of the cases. 
Whether diabetes is more common than arterio- 
sclerosis is a moot question and will depend 
upon where the statistics are being compiled and 
the various services at that institution. If there 
is an active metabolic service, the diabetic group 
will dominate. In a general hospital, arterioscle- 
rosis will probably show a higher incidence. 
However, diabetes rates high in the list of con- 
ditions which may produce gangrene. In addi- 
tion to the four diseases which have been men- 
tioned, we may add embolic occlusion; throm- 
bosis, either biochemical or toxic; infection; 
thermal influences, such as frost bite or burns; 
chemical causes such as phenol, Raynaud’s syn- 
drome, aneurysm, ergotism, and other such con- 
ditions. 

We have arranged a table of differential diag- 
nosis of some of the more common conditions 
which may produce gangrene in the lower ex- 
tremities. (See accompanying table.) 


Doctor Kramer: Will you come up and ex- 
amine this patient’s foot? 

Srupent: The foot is cold to the touch. 
There are trophic changes in the nails. There is 
no dorsalis pedis pulse and no posterior tibial 
pulse. The big toe is gangrenous, dry, and de- 
marcated. There is some beginning encroach- 
ment at the base of the second toe. 

Docror Kramer: Can you tell us what is the 
cause of the gangrene in this patient? 

Srupent: That depends upon other informa- 
tion such as his past medical history and labo- 
ratory studies. 

Docror Kramer: Will you please be more 
explicit? 

Srupent: Well, I notice that the right leg is 
missing. It would be of interest to have some in- 
formation as to the cause of the amputation and 
also I would like to know whether he has di- 
abetes or if he was ever treated for it. 

Doctor Kramer: This patient had some dif- 
ficulty with the right leg in 1948. He said that 
he developed gangrene which began with a le- 


Differential Diagnosis of Gangrene 


thromboangiitis endarteritis embolic 
diabetic arteriosclerotic obliterans obliterans occlusion 
History of diabetes rest cramps pains and claudication | pains; ulcerative lesions | cardiac condition 
(Past) over a long period of toes 
Onset may be abrupt often | gradual gradual gradual sudden 
with cellulitis 
Extension may be rapid slow slow slow rapid 
Age 5th or 6th decade 6th or 7th decade 4th or 5th decade 4th or 5th decade 5th or 6th decade 
Sex either either males predominate either either 
Race any any whites usually either either 
rare in colored 
Pedal Pulses} may be present absent absent may be present absent 
Laboratory | glycosuria serologic may be E. K. G. for coronary 
Findings hyperglycemia positive disease 
X-ray atheromatosis calcification may be negative negative flat plate negative 
visualization may 
reveal site of 
embolus 
Microscopic | thickening and cellu- | calcific deposits in | lumen occluded by | small vessels involved. | may show no pathol- 
Tissue Exam. | lar changes in intima | media. Thickening | thrombus, showing Lumen narrowed by | ogy in vessel walls 
with thrombosis of vessel walls with | organization and proliferative changes | below site of 
thrombosis canalization of intimal cells embolus 
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sion on the outside of the foot without any ap- 
parent cause. However, the patient informed us 
that it came on after a heart attack. This condi- 
tion in the foot never healed. Gangrene de- 
veloped and the leg was amputated at a level of 
the mid-thigh. While he was in the hospital for 
treatment of this condition, diabetes was dis- 
covered. 

Srupent: Is he diabetic at the present time? 

Doctor Kramer: Yes, this patient is on a 200 
Gm. carbohydrate, 100 Gm. protein, and 75 Gm. 
fat diet, given in four feedings. He is also re- 
ceiving 8 units of regular insulin four times 
daily, before meals. 

SruvENT: Doesn't that suggest a diagnosis of 
diabetic gangrene? 

Docror Kramer: I admit that there is a his- 
tory of diabetes with gangrene, but is it the 
only cause in this case? 

Srupent: What were the circulatory function 
tests and laboratory studies? 

Docror Kramer: Doctor Perilstein, what 
were the findings here? 

Docror The oscillometric read- 
ings showed 242° spikes in the thigh and 1%° 
spikes in the leg, which is definitely subnormal. 

The histamine test showed a marked delay of 
capillary response in all levels of the extremity. 

Plantar ischemia was suggestively positive. 

Venous filling time was more than 30 seconds. 
Normally, the veins should fill within 4 to 8 or 
10 seconds. 

The laboratory studies were: Urea: 36; uric 
acid: 3.2; cholesterol 170 mg. The blood sugar 
showed a hyperglycemia on admission but sub- 
sequently it was reduced to normal levels. Was- 
sermann and Kahn were negative. Proteins 7.73 
(S.A. 4.33; $.G. 3.40). 

Srupent: Were there x-ray studies made of 
this patient? 

Docror Prristein: Yes, the x-ray films 
showed multiple calcific deposits in the popliteal, 
posterior tibial, and posterior interosseous ar- 
teries. 

Srupent: With this information I think that 
the diagnosis is a combination of diabetic gan- 
grene and arteriosclerosis. 

Docror Kramer: I agree with you. While 
we cannot state definitely that a patient has di- 
abetic gangrene, we assume that we are deal- 
ing with gangrene in a diabetic. Many pathol- 
cvists do not concede that diabetic arteritis is a 
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distinct entity. However, they do admit that 
atheromatosis is a frequent finding in diabetics, 
and there are some features which seem to be 
definitely linked with pathologic changes in the 
large vessels in diabetics. This patient had di- 
abetes and although he said it was discovered in 
1948, he had previously told us his diabetes was 
of four or five years’ duration. In addition to the 
diabetes, he is 66 years old, and the x-ray films 
show calcification of the vessels so there is an 
added feature here of arteriosclerosis. With such 
a combination, plus the fact that diabetics are 
vulnerable to infection, one can readily explain 
the development of gangrene in this patient. 

It may be of interest to mention the heart at- 
tack which he said he had just prior to the de- 
velopment of the condition in his foot. It is pos- 
sible that there may have been some embolic 
occlusion of one of the vessels. I admit that the 
electrocardiograph did not show any coronary 
artery disease, but it is possible that he may have 
some atheromatous changes in the abdominal 
aorta which would explain an embolic affair by 
the breaking off or loosening of an atheromatous 
plaque. 

The diagnosis of endarteritis obliterans can 
be excluded because the condition is not limited 
to the small vessels, and the evidence of in- 
volvement of the larger arterial trunks is too ap- 
parent in this case. 

Srupent: Would you consider Buerger’s dis- 
ease as a possibility in this patient? 

Docror Kramer: While it is possible that 


.thromboangiitis obliterans may produce gan- 


grene in one leg and then in the other, usually 
one would expect to find a long-standing history 
of pain and discomfort and definite manifesta- 
tions of an occlusive vascular condition which 
was not apparent here. The evidence is too 
strongly linked with his diabetes and his arterio- 
sclerosis. 

Strupent: How would you treat this patient? 

Docror Kramer: When a patient presents 
himself with a fully developed gangrene, we 
direct our efforts to localizing and preventing 
the spread of the gangrene and, also, to over- 
coming the infection. Antibiotics are very help- 
ful; penicillin, 300,000 to 400,000 units, intramus- 
cularly, twice a day and, if necessary, strepto- 
mycin or aureomycin may be combined to help 
control the infectious agent. If the gangrene is 
extending rapidly and if the nutrition of the pa- 


tient is poor, blood transfusions are indicated. 
For local treatment, we are partial to the appli- 
cation of bacitracin solution 1:500U/cc. or tyro- 
thricin over the sloughing areas. If there are 
any accumulations of pus, incision and drainage 
are advocated. 

Analgesics with codeine, gr. 4 to 1, every four 
hours or Demerol 100 mg. are usually prescribed 
for the relief of pain. The comfort of the patient 
should be given due consideration. 

The rapid and complete control of the di- 
abetes must be maintained at all times. Where 
there is extensive infection, this may not be so 
easily carried out. However, the dosage of in- 
sulin should be increased until at least a satis- 
factory control of the diabetes has been accom- 
plished. This may require high doses of insulin 
but nevertheless this principle is advocated. 

Efforts to improve the impaired circulation 
are also advisable. Obviously, passive vascular 
exercises, i.e. the negative and positive pressure 
apparatus, are not to be employed in such a case. 
There is a definite contraindication to its use in 
patients with open wounds and particularly 
where there is extending gangrene. The oscil- 
lating bed is advised for a period of one to two 
hours a dzy or longer if the patient can tolerate it. 

Intravenous therapy is helpful in many of 
these cases. The choice of solution to use is ar- 
bitrary; 10 cc. of ether in 200 cc. normal saline 
solution—this may be increased to 20 cc. in 300 
cc. normal saline solution or 1,000 cc. of a 5 to 
10 per cent alcohol—may be given daily. In some 
cases where there is considerable pain, procaine 
solution (1:1,000) may be given in 1,000 ce. in- 
fusions daily. 

Srupent: Doctor Kramer, you mentioned the 
use of priscoline in Case No. 2. What are your 
thoughts on the significance of vasodilators? 

Docror Kramer: We have found the vaso- 
dilators to be good adjuncts in the treatment of 
vascular disorders. It is an accepted fact that 
arteriospasm exists, in varying degrees, in every 
case of occlusive vascular disease. We are also 
aware of the fact that there are vasospastic dis- 
turbances, such as Raynaud’s syndrome and 
scalenus anticus syndrome and other conditions. 
The necessity of overcoming this spasm is ob- 
vious. Such drugs as Etamon (tetraethylam- 
monium), dibenamine, and priscoline are the 
outstanding newer preparations which are used 
for such a purpose. Etamon particularly has been 


valuable and effective in selected cases. It i: 
given preferably intravenously, 300 to 400 mg. 
or intramuscularly 600 to 800 mg. Dibenamine 
is another preparation which is best given intra 
venously but should be used with caution anc 
careful observation. It can produce a serious col- 
lapse. Priscoline, the most recent preparation, 
has been very helpful, particularly in the vaso- 
spastic disorders. It is given, 25 to 50 mg. three 
times a day, orally; it may be given intramuscu- 
larly and intravenously, in somewhat larger 
doses. Of the older vasodilators, papaverine hy- 
drochloride gr. 1, either orally or intravenously, 
four times a day, has been found to be helpful 
in these cases. 

The above outline of therapy is carried out 
and the progress of the case is observed. As men- 
tioned above, the primary objectives are: to con- 
trol the spread of gangrene, to keep it localized, 
and to attempt to convert it into a dry state. 
Under such circumstances we would expect the 
patient to be comfortable. The line of demarca- 
tion will appear, as you may notice in this case, 
where the big toe has developed a state of mum- 
mification. The diabetes is controlled and there 
is no evidence of toxicity. 

Srupent: When is surgery indicated in such 
cases? 

Doctor Kramer: If the status of the circula- 
tion in the leg is satisfactory, the minimal sur- 
gery may be performed. 

Srupent: Where would you advise the site 
of amputation? 

Docror Kramer: Amputation of one or two 
toes or in selective cases, part of the foot may 
be amputated (transmetatarsal). On the other 
hand, if the situation is not favorable, if the 
gangrene has extended beyond the foot, if there 
is evidence of extensive cellulitis, or if the pa- 
tient shows signs of toxic absorption, such as a 
rapid heart rate and irregular temperature, then 
amputation above the knee should be the oper- 
ation of choice. 

We have shown three patients who are di- 
abetic, who have presented the various stages 
where complications may appear in the extrem- 
ities. We have tried to point out the various de- 
grees of involvement and how they may be 
brought about. 

When dealing with diabetics, one should re- 
member that the problem of circulation is very 
important. We also would like to impress upon 
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you that the tissues and soft parts of this group 
of patients are particularly vulnerable to infec- 
tion. We concur with the current views that gan- 
grene is always a possibility and a dangerous 
complication in diabetes. If the status of the cir- 
culation is evaluated routinely in diabetes and 
measures are undertaken to improve the circula- 
tion, the tissues of these patients will not be so 
vulnerable to infection or slight trauma. 


Similarly, diabetics must be impressed with 


THERAPEUTIC HINTS 


Do Antispasmodics Work? 


SEVERAL INVEsTIGATors recently have been put- 
ting balloons into the human bowel and then 
giving antispasmodics to see what happens. None 
of them have been impressed with the results ob- 
served, especially with the newer synthetic 
drugs. Belladonna still appears to be the best 
available relaxant, but often even it does not 
show any very pronounced or long-lasting effect. 

The most recent paper on the subject is by 
W. P. Chapman, E. N. Rowlands, and Chester 
N. Jones. They had the wisdom to give placebos 
also, because these commonly produced as much 
relaxation as did the drug being tried! They 
noted that their practically negative results with 
Syntropan, Pavatrine, Trasentine, Asymatrine, 
and Amprotropine were similar to those reported 
by Elsom and Drossner, Huidobro et al, Posey 
et al, Kramer and Ingelfinger, and Lorber and 
Machella. 

There are good reasons for believing that 
often, more to be desired than a relaxant, is a 
drug that would start intestinal contractions to 
running easily and comfortably toward the anus. 
Unfortunately, medicines that will do this are 
not as yet available. 


Spider Bite 


Accorpinc to D. G. Miller, Jr., the best treat- 
ment for the bite of a black widow spider is still 
the intravenous injection of 10 to 20 cc. of a 
solution of calcium gluconate. As soon as the 
patient feels a sensation of warmth, the abdom- 
inal and leg cramps will let up. 

Then after testing the patient for hypersensi- 
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the fact that it is to their advantage to learn 
the art of proper hygienic care of the feet, and 
to cooperate at all times in controlling the di- 
abetes. 

The recognition of potential cases of gangrene 
and the institution of measures to improve the 
circulation, and the impressing on diabetics the 
necessity of their earnest cooperation should help 
considerably in controlling and even avoiding 
the most dreaded of all complications. 


tivity to horse serum, one can inject | or 2 units 
of the spider antivenin prepared by Wyeth. 

In the following few hours from 10 to 40 ce. 
more of the solution of calcium may have to be 
given in order to keep the pain under control. 


Better Use of Streptomycin 
Accorpinc to Dr. Carl W. Tempel of the 


Fitzsimons General Hospital in Denver, a new 
and much better way of giving streptomycin is 

to give it every three days for 120 days, while 
during the same period para-amino salicylic acid 
(PAS.) is given every day. The advantage of 
this method is that it prevents or delays the de- 
velopment of streptomycin-resistant strains of 
tubercle bacilli. With PAS. and streptomycin no 


resistant strains were observed. 


Sensitivity to House Dust 


IN THE FIRST PLACE, every effort should be made 
to eliminate dust in the house. The patient's 
room should be like that of a monastery in its 
freedom from rugs and carpets and drapery. 
During the day the bed should be covered and 
at night the cover should be turned down gently 
and slowly so as not to raise a cloud of dust. 

The patient should get out of the house when- 
ever dusting is done. Cleaning should be done 
in such ways as not to fill the air with dust. 
There is a product called Dust Seal CL. S. Green 
Associates, 160 W. 59th St., New York City) 
which can be put on floors, furniture, and drapes 
to keep dust from flying. 

Finally the patient can have immunizing 
“shots” of house dust. 


Aureomycin Ointment 


Accorpinc to Lester Hollander and S. M. 
Hardy (1950), aureomycin ointment can be 
used as a surgical dressing with good results. 
Wounds heal rapidly. The ointment worked well 
for leg ulcers and pustular dermatitis, pyoderma, 
and pustular psoriasis. It did not do much for 
an allergic type of dermatitis. 
Ten patients were sensitive to the ointment. 


New Treatment for Myasthenia 


Ar THE 1950 meeEtinG of the Federation of 
American Societies for Experimental Biology, 
Drs. K. P. DuBois and John Doull of the Uni- 
versity of Chicago reported that a new chemical, 
octomethyl pyrophosphoramide, or O.M.P.A. for 
short, appears to be a valuable new treatment for 
myasthenia gravis. If the good results continue to 
be secured, the new drug may be almost a cure 
for the disease. This will be good news for the 


sufferers from this dread ailment. 


Rocky Mountain Fever and Murine Typhus 


ORAL ADMINISTRATION of chloromycetin inhibits 
the Rickettsia causing Rocky Mountain Spotted 
Fever and murine and scrub typhus. Dosage: 
Initial loading dose of 3 to 4 Gm. followed by 
0.25 Gm. doses every two or three hours until 
temperature returns to normal, during a period 
of one to three days. The medication should be 
continued for at least 24 hours after fever dis- 


appears. 


Parkinson’s Disease 


Facep with a patient with a severe Parkinson's 
syndrome, a physician will wish that he could 
give something that would reduce the man’s dis- 
comfort. One of the most hopeful drugs recently 
found is Artane. It is manufactured by the 
Lederle Laboratories Division and is dispensed 
in grooved tablets of 2 or 5 mg. This drug has 
given encouraging results in many cases. 

In a recent article in the New England Jour- 
nal of Medicine, R. S. Schwab and W. R. Till- 
mann reported their experiences with it. When 
they gave too much, it produced giddiness, dry- 
ness of the mouth, blurring of vision, and head- 
ache. The initial dose should be half a tablet or 


1 mg. four times a day. This can then be in- 
creased until the patient is taking perhaps 3 mg 
five times a day, granting that he can stand it. 
Artane has been found less toxic than Parpanit. 
but it seems less effective in reducing the tremor. 
Artane serves best perhaps to reduce the rigidity 
of the muscles. Quite a few patients will do bet- 
ter on a combination of Artane, Parpanit, and 
belladonna. The doctor can also add Benadryl. 
Eight of 44 patients could not tolerate Artane 
alone or in combination with other drugs. Bena- 
dryl helped but it seemed to be less effective 
than either Artane or Parpanit. Tolserol can be 
tried when the tremor is troublesome. 


Bacitracin 


Accorpinc to F. L. Meleney, et al (1949), in 
some three-fifths of 270 cases studied, the infec- 
tion they had tried to cure had failed to respond 
to either penicillin or other available antibac- 
terial drugs. Bacitracin was then tried and 56 of 
the persons so treated were helped. In the test 
tube, most of the organisms responsible for the 
infections were 10 times more vulnerable to 
bacitracin than to penicillin. 


Acne Vulgaris 


Accorpinc to F. C. Combes, R. B. Superstein, 
and Irving Distelheim, writing in the Medical 
Times, vitamin A in a dosage of 200,000 units 
a day helped a number of patients with acne. It 
seemed that in the cases of younger patients, 
the comedopapular acne responded the best. 
Some patients were not helped. Those who were 
past the age of 20 and had pustules and cysts 
failed to respond. 


Myanesin and Tetanus 


Cases have been reported in which Myanesin 
served to control the spasms of tetanus. It was 
given in doses in 1 Gm. 2 or 3 times a day for 
a week. 


Gonorrheal Urethritis 


ACUTE GONORRHEAL URETHRITIS responds well 
to a single oral dose of 3 Gm. (12 capsules) of 
chloromycetin. The treatment is about as effec- 
tive as the current method of penicillin therapy. 
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Prevention of Coronary Disease 


Accorpinc to L. M. Morrison and W. F. Gon- 
zalez (Proc. Soc. Exper. Biol. & Med., January, 
1950) the giving of choline as a lipotropic agent 
greatly lessened the mortality after coronary 
thrombosis. 

Of a group of 115 patients not treated, 30 per 
cent were dead in 3 years, while in the group of 
115 persons treated, only 12 per cent died in 3 
years. In both groups the commonest cause was 
recurrent coronary thrombosis. The dose of 
choline bicarbonate varied from 6 to 32 Gm. a 
day. 

Herrmann (Am. Heart J., 33:711, 1947) re- 
ported some reduction in blood cholesterol after 
giving choline, methionine, and inositol. 


Years with a Colostomy 


OccasIoNALLy a physician can write an un- 
usually good article about some disease just be- 
cause he has had it. Dr. E. C. Dubois recently 
described briefly his personal experiences of 16 
years with a colostomy (Connecticut M. J.). As 
he said, it may help some patients to know what 
other persons can do with the handicap of such 
a stoma. 

It is essential to watch the diet. A constipating 
diet is the ideal one. It helps also to eat at regu- 
lar hours and to avoid taking food between 
meals. It is important not to eat any more than 
is absolutely needed. Most people have no dif- 
ficulty with meat, bread, and potatoes. Rice and 
eggs are excellent foods because they leave al- 
most no residue for the colon. Milk is likely to 
leave a large residue and hence may be very 
bad. The person should avoid the eating of 
large amounts of vegetables and fruit. He may 
find that certain foods stimulate his peristalsis, 
foods such as maple syrup, molasses, and brown 
sugar. It is well for a while to keep a record to 
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see what are the foods that always give trouble. 
Then they can be avoided. 

It helps each day to irrigate the colon and to 
clean it out. Patients who suffer from flatus can 
be helped by taking half a teaspoonful of bis- 
muth every day. Sometimes a half grain of 
codeine taken before the patient goes out into 
society will be a lifesaver. 


Sympathectomy and Hypertension 


Arter reading a number of optimistic reports 
telling of a high percentage of cures obtained 
with a certain operation, it is interesting to come 
upon a paper in which the surgeon admits that 
he has seen palliation but no real cures. 

Dr. Thomas Findley of Tulane reported (Sur- 
gery, April, 1948) that after performing 100 ex- 
tensive sympathectomies for hypertension, he saw 
nothing resembling a “cure.” Usually the blood 
pressure gradually rose again to pretty much the 
old high level. 

Findley did not think much of the several 
preoperative tests designed to pick the cases in 
which a good result is likely to be obtained. He 
felt that the operation should be done only on 
persons with severe hypertension but with as yet 
no gross injury to the brain, heart, and kidneys. 
When a man has had several little strokes, when 
his kidneys have been much injured, and espe- 
cially when he is more than 50 years of age, 
there usually is little sense in operating. There 
is little sense also in operating on persons whose 
hypertension is mild and not very troublesome. 


New Tests for Hyperthyroidism 


Recent stuptEs by H. L. Jaffe and R. E. Otto- 
man (J.A.M.A., June 10, 1950) indicate that the 
best test for hyperthyroidism is that of the radio- 
iodine uptake. 

A 100 microcurie tracer dose of I'** is given, 


and what is not taken up by the thyroid gland is 
excreted by the kidneys. In the urine it can eas- 
ily be measured by the Geiger counter. In the 
average person, less than 30 per cent is retained 
by the thyroid gland and another 10 or 15 per 
cent remains for a time scattered throughout the 
body. 

The test for “protein-bound blood iodine” 
appears to be about 80 per cent accurate; the 
basal metabolic rate perhaps 67 per cent accur- 
ate, and the radioiodine uptake test appears to 
be 95 per cent accurate. It is hard to see how one 
can be sure of these figures because in many 
puzzling borderline cases it is not possible to 
make the diagnosis clinically, and hence one 
cannot be sure that the result of a test is correct. 

In cases of acute thyroiditis the uptake is 
low, and in hypothyroid children the uptake 
may even be high. 

The cases in which a physician is likely to be 
puzzled are those in which a nervous person 
who has a fast pulse and a cool skin has either 
a normal basal rate or one about plus 15 per 
cent. Then the chances are that the patient's 
troubles are due to nervousness, but often there 
is the small disturbing possibility that the thy- 
roid gland is diseased. Then the giving of iodine 
or thiouracil for a trial period may throw light 
on the problem. 


The General Practitioner and the Feet 


Many A PHYSICIAN would admit that even when 
patients complain of backache or aches through 
the thighs and legs or even in the feet, he is 
not much inclined to look at the feet. Certainly 
at college he learned practically nothing about 
them. One suspects that even the orthopedist at 
times is not as interested in feet as he might be, 
or as skillful in doing things that will bring com- 
fort to the patient. 

Obviously, of course, most of the suffering 
that women experience with their feet is due to 
their habit of trying to force a foot of a certain 
shape and size into a shoe of an entirely different 
shape and smaller size. In other cases, the trouble 
with the feet is of the type recognized by the 
trucker when he said to his very stout wife, 
“You have piled 5 tons onto a 1-ton truck, and 
the thing is breaking down.” 

Many general practitioners should enjoy read- 


ing an article by Edwin Matlin of Mount Holly 


Springs, Pennsylvania, which appeared in th 
American Practitioner for February, 1950. H> 
referred with approval to Lewin’s textbook, Th : 
Foot and Ankle, and also to an article on th» 
“Diagnosis of Foot Pains” in Surgical Clinics i:: 
North America, 28: 1079-1086. 

Matlin said that instead of cutting out one 
side of the nail for ingrown toenails, it is better 
to remove the entire nail and let it grow back 
again. He said that if one removes only one side 
of the nail, there is left a hard sharp edge which 
will dig into the tender nail bed. He advised 
a procaine local block. The nail is cut up the 
middle with a pair of scissors, and then the 
halves are peeled off. 

An expert can learn a great deal about the 
patient’s troubles by looking at his shoes to see 
where they are worn. 

Some of the functional disorders of the feet 
are due to congenital defects, especially in the 
first and second metatarsal bones. Thus, if the 
first metatarsal is shorter than the second, undue 
stress is placed on the second, and, after a period 
of years, the proximal end of this bone may be- 
come hypertrophied until it can press on the 
delicate structures that run between the toes. If 
the second metatarsal is shorter than the first, 
similar trouble will arise, this time due to hyper- 
trophy of the first metatarsal caused by the fact 
that it has been forced to do more than its share 
of work. 

One can help these conditions by putting a 
wedge-shaped support under the shorter bone. 
An extension of the wedge can be continued 
under the heads of the remaining metatarsals to 
take the weight off of them. This device is 
known as Morton’s compensating innersole and 
is manufactured by the Professional Research 
Products, Inc., 2929 Broadway, New York City. 

Matlin said that just the fact that a person’s 
feet are flat does not mean that they will ever 
be painful. Many flat feet give no trouble. Some 
of the people need exercises to strengthen the 
muscles of their feet. 

Matlin claims that in many cases of sore feet, 
with ankle strain, a local injection with procaine 
can bring complete relief. Also spraying a sore 
region with ethyl chloride will often stop pain, 
although he doesn’t know why. He sprays back 
and forth over the painful area about 25 times, 
and this commonly gives relief. Sometimes an- 
other treatment or two has to be given. Some 
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patients, of course, get no relief at all. 

Gout should always be watched for. If di- 
agnosed, colchicine in doses of 1/100 to 1/200 
gr. every two or three hours with cinchophen, 
grains 7% times a day, is likely to give relief. 


Hope for Leukemia 


Now THAT we have the antibiotics which can 
clear up infections, cancer research workers are 
trying to see what will happen to a cancer when 
the patient is given an infectious disease. Every 
physician knows that occasionally a sarcoma will 
disappear after the patient has erysipelas. 

M. B. Shimkin reports (Science News Letter, 
April 29, 1950) that 7 children ill with acute 
leukemia enjoyed temporary remissions with a 
lowered white count after being given a virus 
disease. Two of these children had remissions 
which lasted two or three months after getting 
chickenpox. Five other children were improved 
for awhile after being given a disease which in 
cats causes a pancytopenia. 


Postoperative Drowning in Fluids 


Topay many able students of medicine suspect 
that quite a few patients are drowned or al- 
most drowned after operations because of the 
repeated giving of liters of intravenous fluid 
which are not needed. So often when a patient 
has had some simple operation and is not vomit- 


ing or losing large amounts of fluid in any way, — 


it is hard to see why, when he returns to his 
room, he should be given intravenous injections 
of fluid. Perhaps he gets them because in many 
hospitals such forms of treatment become rou- 
tine, and thereafter are given to everyone with- 
out any thought whatsoever as to the reasons 
or indications. 

Robert Elman and his associates report (Ann. 
Surg., October, 1949) an interesting study they 
made on 40 surgical patients. These persons 
were given fluid intravenously for 96 postopera- 
tive hours. The study of the urinary output in- 
cluded measurements of volume, specific gravity, 
and content of creatinine, sodium, potassium, 
chloride, phosphate, nitrogen, glucose, and ace- 
tone. Blood levels of sodium, potassium, chloride, 
CO,, plasma, protein, and red cell volume were 
also measured before and after each study. 

All men who do surgery should note that with 
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an intake limited to 2 liters a day, there was an 
adequate urinary output of about | liter a day 
during the four postoperative days. 

When there was no intake of electrolytes, the 
body rapidly conserved sodium and chloride but 
not potassium and phosphate. The cumulative 
loss during the four postoperative days averaged 
about 4 Gm., calculated as sodium chloride and 
6 Gm. calculated as potassium chloride. During 
this time, no change was observed in the plasma 
levels of sodium, potassium, CO,, or proteins, or 
in the red cell volume. 

With an intake of 9 Gm. of sodium chloride 
a day, there was a definite lag in excretion, so 
that of the 36 Gm. injected in the 4 days, an 
average of about 14 Gm. was retained. The loss 
of potassium, however, went on the same as be- 
fore. 

Elman and his colleagues estimated from these 
findings that after many operations, an intake of 
2 liters of water plus 2 to 4 Gm. of a mixture 
of sodium and potassium chloride or gluconate 
will meet the minimum requirements for these 
elements. 

In those cases in which this fluid can be given 
by mouth and retained, it is hard to see why it 
should be given intravenously. 


Thenylene and Mania 


Otiver R. Bryant reported (Am. Pract., Feb- 
ruary, 1950), that the giving of Thenylene hy- 
drochloride in doses of from 200 to 400 mg. to 


‘patients who were much excited mentally often 


quieted them down. 

Possibly smaller doses of Thenylene would be 
helpful to quiet the extreme restlessness of highly 
nervous and jittery persons, or persons who are 
grief-stricken. 


A New Venereal Disease 


AT A RECENT MEETING of the American Uro- 
logical Society, P. R. Leberman, P. F. Smith, 
and H. E. Morton (Science News Letter, June 
10, 1950) reported studies of a new pleuropneu- 
monia-like virus. They think it accounts for a 
venereal disease which looks like gonorrhea but 
is not associated with gonococci. It can be cured 
by streptomycin. It is possible also that the new 
virus accounts for some puzzling diseases of the 
eyes and the joints. 
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Drugs for Poliomyelitis 


M. J. Fox and E. Z. Hornberger reported un- 
favorably on the use of Phenosulfazole (Darvi- 
sul) in the treatment of severe poliomyelitis 
(J.A.M.A., June 10, 1950). Emanuel Appel- 
baum and Raymond Saigh were discouraged also 
over the use of aureomycin. In a series of mild 
cases, they could not see that it improved matters. 


Colles’ Fracture 


Usua ty the results of the treatment of Colles’ 
fractures are good. Recently William H. Kasse- 
baum (J.A.M.A., July 15, 1950) reported that 
in a series of 135 cases, a good result was ob- 
tained in 127. Poor results were generally due 
to trouble with the joints, tendons, or nerves. 
Sometimes arthritis flared in the joints of the 
hand, usually in those cases in which the patient 
was already having trouble with this disease. 
Subluxation of the lower radioulnar joint with 
pain and clicking occurred in one case. Stiffness 
of the shoulder came in another. It may have 
been brought on by carrying the arm too long in 
a sling. 

Another complication was rupture of the long 
extensor of the thumb. In two cases there was 
a stenosing tenosynovitis involving the thumb 
and the middle finger. Rarely there was a pares- 
thesia due to involvement of the median or ulnar 
nerve. 

Rarely also there was a painful swelling of 
the hand and fingers. The hand was reddened, 
cold, and clammy; motion was painful, and ach- 
ing during the night disturbed sleep. The cor- 
rect treatment for such a condition is not known. 
Nerve blocks have not proved helpful. In some 
cases, physiotherapy helps. 


Anticoagulants and Coronary Disease 


In THE Pennsylvania Medical Journal for Febru- 
ary, 1950, W. L. Mullins and co-workers re- 
ported favorably on the treatment of coronary 
occlusion with anticoagulants. They thought 
their results were better with this treatment than 
they were with the ordinary rest cure given a 
control group of patients with the same disease. 

Today when so many men are advocating the 
use of anticoagulants in cases of coronary throm- 
bosis, it is well to remember that these drugs 


have to be used with care because they can 
cause serious reactions and even death. 

In Surgery for December, 1949, G. D. Lilly 
and R. M. Lee noted 5 unreported deaths anc 
5 serious postoperative complications due to anti- 
coagulant therapy. These cases had come recent 
ly to their attention. As they say, Dicumarol can 
be a very dangerous drug and even a fatal 
poison. It may cause a sudden severe and fatal 
hemorrhage even when its use is being carefully 
watched. Lilly and Lee stated that there is no 
justification for the employment of such therapy 
in the cases of thrombosed veins or throm- 
bophlebitis limited to the lower extremity, be- 
cause a tying of the vein is a more certain, a 
safer, a quicker, and a less expensive way of 
controlling the situation. 

Stewart W. Cosgriff writing in the J.A.M.A. 
for July 8, 1950, reports against this view. He 
thinks the use of the drug is safe enough if there 
is careful supervision. His group of patients re- 
ceived Dicumarol for a combined total of over 
200 months without untoward complication. 


Fat and Cancer 


AN INTERESTING NOTE (Science News Letter, 
June 10, 1950) reports on the discovery by Paul 
F. Fenton that strains of mice subject to breast 
cancer are prone to get fat while mice of a strain 
that resists cancer do not get fat even on a fat- 
tening diet. 

This may throw light on the known fact that 
stout persons are more subject to cancer than 
are thin ones. 


Intravenous Procaine for Pain 


Or LATE a number of men have been reporting 
remarkable results in the relief of pain by the 
intravenous injection of procaine. Now come 
Drs. Richard Marton, Norman Spitzer, and Otto 
Steinbrocker (Anesthesiology, September, 1949) 
to say that they tried such injections in the cases 
of 33 patients, and they saw a really striking and 
lasting improvement in only one case. In another 
case, that of a 69-year-old woman who had some 
heart disease, the giving of the drug apparently 
precipitated death. The woman was dead within 
7 hours of the infusion. 

From this report, then, it would seem that this 
method of treatment is hardly worth trying. 
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Treatment of Semiclubbed Feet 


Q@. Parents have brought me a child with feet that 
cre turned in but not definitely clubbed. What 
should be done? 


A. In many cases practically nothing need be 
done except to wait until the child starts walk- 
ing. In a few other cases, for a time a simple 
brace could be put on the feet. A number of 
these children straighten out very nicely by 
themselves. A few of them will continue through 
life to scuff a little bit on the outside of the 
shoe. 


Procaine Anesthesia 
Q. How safe is procaine? 


A. Today most anesthetists state that procaine 
is the safest agent now being used for local 
anesthesia. As most physicians know, the addi- 
tion of epinephrine to the solution used for tissue 
infiltration holds it for a longer time in the area 
involved and thus serves to prolong the action. 
The epinephrine does not combat possible toxic 
effects of the procaine. 

When procaine poisons the patient, the symp- 
toms are commonly nausea, vomiting, a fast, 
thready pulse with a lowered blood pressure, 
sweating, and chilliness. The treatment usually 
consists of the giving of oxygen and the intra- 
venous administration of some vasoconstrictor 
such as ephedrine. One or two injections of 25 
mg. each can be given. Occasionally, convulsions 
occur and then some sedative such as Pentothal 
can be given. 

Naturally every care should be taken to avoid 
the accidental injection of much procaine into a 
vein. 

In the case of an adult, it is well not to inject 
more than 1 Gm. at one time. This is repre- 
sented by 50 cc. of a 2 per cent solution of pro- 
caine, or 100 cc. of 1 per cent solution, or a 
200 ce. of a 0.5 per cent solution. Naturally this 
dosage should be less in the case of children. 
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It seems that the skin test for sensitivity to 
procaine is not reliable. In this test, one com- 
pares the appearance of the wheal produced by 
injecting a drop of procaine solution intradermal- 
ly with that produced by the injection of a drop 


of isotonic salt solution. 


Barbiturate Poisoning 


Q. I recently saw a patient who attempted suicide 
by the taking of large amounts of a barbiturate. 
What is the recognized treatment today for such 
poisoning? 

A. Metrazol is said to be a fairly safe drug to 
be used; it will prevent death if the amount of 
barbiturate taken was not too large. The dose 
commonly given is 5 cc. intravenously, followed 
by 10 cc. intravenously in 15 minutes. Twenty 
cc. intravenously can be given every 30 minutes 
until reflexes return. Small doses can be given 
later intramuscularly. This is the dosage advised 
by A. Warren Jones and his colleagues in the 
].A.M.A., July 8, 1950. Fortunately the drug 
acts quickly and briefly; it is eliminated within 
an hour. Another drug that used to be relied on 


was picrotoxin. 


Low-Protein Diet 


Q. | have a patient who for years has never touched 
meat or fish or chicken. He takes about half a pint 
of milk a day, some cheese, and an occasional egg. 
Is he in danger from nutritional disease? 

A. Probably not. In Science for June 16, 1950, 
there is a report by Leonora Mirone on a re- 
ligious group of men who for many years have 
lived on just this type of diet. For 277 days out 
of the year their protein intake appears to be 
about 5.7 Gm. On 57 days in a year, it’s about 
51 Gm., and on another 28 days it is about 53 
Gm. In spite of this low intake, the hemoglobin 
reading of the 11 men studied was about 15 Gm., 
and their red cell counts were normal. The total 
serum proteins and serum albumin and globulin 
were normal in every case. Evidently the body 


can stand a great deal of privation. Evidently, 
also, the figures for different dietary fractions as 
given by dietitians may be the best for men and 
women, but they are not essential. 


Effects of Rabies Vaccine 


Q@. What can be done for a patient who has de- 
veloped weakness and aching in the legs, and im- 
potence following the administration of rabies vac- 
cine? 

A. It is unfortunate that rabies vaccine will 
sometimes injure nerves. There is probably no 
specific treatment one could give. One can’ only 
hope that the injury was to nerves that can re- 
generate. If the injury was to tracts in the spinal 
cord, the chances are that there will be no re- 
turn of function. 


Pregnancy in Middle Age 


Q@. I have a woman of 45 who recently married and 
is now pregnant. She is much alarmed and fearful 
that at her age she will have a terrible time trying 
to bring her child into the world. Is the outlook for 
such a woman so bad? 


A. No, it is remarkable how well some of 
these women do, especially when they have no 
disease of the heart or kidneys, or high blood 


pressure. The wise obstetrician at the time of 


labor waits patiently for a time to see what the 
woman can do for herself. If she shows signs of 
having serious trouble, a Cesarean section may 
be performed. 


Headache and Ophthalmoplegia 


Q@. A woman of 47 has had a fairly rapid onset of 
severe pains in the right eye, a ptosis of the right 
eyelid, and inability to rotate the eye toward the 
nose. Complete physical examination and usual tests 
(Wassermann, urine, blood counts) are in normal 
range. The ophthalmologist states that she has a 
paralysis of the third cranial nerve but can find no 
cause, such as brain tumor or syphilis. What are the 
possibilities, and should she be sent the long dis- 
tance to a neurologist or neurosurgeon? 


A. The first thing that must be ruled out is 
an aneurysm of the carotid artery at the base of 
the brain. Before clinical paralysis of the oculo- 
motor nerve appears, such patients may complain 
of migraine-like unilateral headaches located in 
the eye, the orbit, or forehead. Later, the pain 
may appear with visual disturbances due to a 
supraclinoid aneurysm or pain may appear with- 
out visual disturbance but with anesthesia of the 


side of the face, trigeminal anesthesia, and ocul 
motor pareses, due to a subclinoid aneurysm. 

The neurosurgeon can x-ray the carotid arter 
by injecting a radiopaque medium into it in th. 
neck. Many patients can be cured or relieved b. 
ligating the carotid artery in the neck, with «: 
without placing a silver clip in the region o: 
the aneurysm. Jaeger (J.A.M.A., Feb. 4, 1950) 
recently made a summary of 31 consecutive such 
aneurysms which were confirmed by arteriogram 
operation, or both. This patient should be re- 
ferred at once, as leakage from or rupture of the 
aneurysm may occur at any time. 


Value of Globin Insulin 


Q. What is the value of globin insulin in treating 
diabetics? In the past few years, | have heard more 
and more about globin insulin and yet in talking to 
my colleagues, | find very few who have used it or 
who have any exact knowledge as to its efficiency. 
1 still use PZI in my diabetics with plain insulin as 
an addendum when necessary. 


A. Dr. Elliott P. Joslin states that when pa- 
tients come to him using globin insulin and do- 
ing well on it, he tells them to continue it. 

He says that he would not start patients on 
globin insulin now because, at present, he ex- 
pects the new NPH-50 insulin will be on sale 
within a few months. With this fact in mind, 
he feels that most physicians are deciding to use 
the new insulin more than any other type. 


Hiatus Hernia 


Q@. A man of 70 has just been returned from a 
thorough medical workup for upper abdominal dis- 
tress and lower chest distress. The diagnosis is 
hiatus hernia with a portion of the stomach pro- 
truding up through the opening for the esophagus 
in the diaphragm. This also explained why occult 
blood could be found in the stools and the patient 
was moderately anemic. The patient is obese and 
surgical repair was not recommended. Ulcer-like 
therapy gives only partial relief. What else can be 
done? 


A. A number of authorities have observed that 
simple phrenic nerve crushing (in the neck 
under local anesthesia) will relieve spasm of the 
hiatus opening together with the tendency for 
gastric obstruction and incarceration, pain, bleed- 
ing, pressure, or ulceration. 

Pickhardt (J.A.M.A., February 4, 1950) has 
just reported a series of patients treated by 
phrenic crushing or excision with good results. 
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Business and CE. 


TRENDS AND EVENTS IN 


THE NATION’S CAPITOL 


Health Resources Advisory Committee Is Established 


Bias— WasHINGTON, saturated with committees 
and advisory councils and armchair task forces, 
scarcely looked up when Chairman Stuart W. 
Symington of National Security Resources 
Board announced recently that he was establish- 
ing a health resources advisory committee. The 
news that it would be headed by Dr. Howard A. 
Rusk elicited the equivalent of a polite, “Is that 
so?” and that was that. 

Well, here is a mite of prophecy— 

Before the snow flies, the creation of this ad- 
visory group will be regarded as the most impor- 
tant milestone in American medicine—from other 
than a professional or scientific standpoint—of 
the twentieth century. Here is no “window dress- 
ing” board but a body of planners whose recom- 
mendations will affect not only the professional 
activities of every practicing physician in this 
land but the daily lives of every citizen. 

True, the immediate importance of this de- 
velopment stems from the international crisis 
now confronting the United States and the nec- 
essity of marshaling medical strength to fulfill 
both military and civilian defense requirements. 
But if anything at all is certain, it is that this 
Rusk committee will be exercising tremendous 
influence for a long time to come, whether we 
are plunged into an all-out war or not. 

Consider, first, that the National Security Re- 
sources Board has broad powers with reference 
to mobilization, establishment, and execution of 
policies dealing with dispersal of vital industries, 
coordination and integration of the Federal gov- 
ernment’s vast medical care and hospitalization 
systems, and initiation of civilian defense meas- 
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Dr. Howard A. Rusk has just been appointed 
chairman of the health resources advisory 
committee of the National Security Resources 
Board. Doctor Rusk has found it necessary 
to resign as a member of GP’s Editorial Ad- 
visory Board in order to devote his time to his 
new position. His letter of resignation appears 
in this month’s letters section, “Yours Truly.” 


ures. Second, that NSRB will lean heavily on 
Doctor Rusk—who is not only chairman of the 
committee but special assistant to Mr. Syming- 
ton—for guidance on health matters. 

For a long time, the question as to whether 
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the government ever would order redistribution 
of physicians to assure more equitably appor- 
tioned medical care of the population in peace- 
time as well as in time of war has been fuel for 
speculation. Another subject for conjecture is 
how to divide total medical manpower among 
the military and the citizenry, considering that 
the atomic bomb has made the latter a potential 
target no less than the soldiers in uniform. Pros- 
pective pooling of all hospital facilities, large 
scale collection of blood, mass immunization or 
treatment of whole cities in event of biologic 
warfare or its threat, impact on medical educa- 
tion and allied professional training with the ob- 
jective of increasing the supply of doctors and 
auxiliaries—these are some of the problems that 
will be grist for the Rusk committee mill. 

In comment on his appointment of the New 
Yorker, who is a native of Brookfield, Missouri, 
NSRB Chairman Symington said: 

“Problems of health resources are basic in mo- 
bilization for defense. The committee will act 
to coordinate Federal agencies on policy prob- 
lems dealing with health, hospitalization, and 
medical services, thus becoming the first govern- 
ment agency ever established for coordination of 
all national health resources.” 

At press time, the committee members who 
will serve with Doctor Rusk had not yet been 
selected. Probability is that the group will com- 
prise from five to seven members representing 
different sections of the country. 

Doctor Rusk, who achieved a national repu- 
tation with his accomplishments in rehabilitation 
of wounded airmen in World War II, is today 
one of the three most influential physicians in 
government councils. The others are Dr. Wal- 
lace R. Graham, personal physician to President 
Truman, and Dr. Richard L. Meiling, chief of 
the Department of Defense medical branch. All 
three, incidentally, are brigadier generals in the 
Air Force and two are Missourians (Doctor 
Meiling comes from Springfield, Ohio). 


Doctor Draft in Prospect 


Turning attention to Capitol Hitl, August was 
a month in which the legislators pondered the 
question whether it would be necessary to in- 
stitute a “doctor draft” in order to provide medi- 
cal officers needed by Army, Navy, and Air 
Force. Results of the armed services’ campaigns 


76 


to procure doctors by voluntary methods were sc 
feeble as to heighten prospects of Congress tak 
ing drastic steps, along draft lines. 

Actually, the military medical manpower situ 
ation was only one aspect—albeit a decidedly im 
portant one and the one demanding promptes: 
action—of a manifold problem. Other phases 
were: 

Expansion of the veterans hospital construc 
tion program. 

Action on such pending legislation, which is 
linked with armed preparedness and civilian de- 
fense, as Federal financial aid for local public 
health units and for medical schools. 

Strict coordination of all federal medical and 
hospital services, including planning for their 
growth and administration, the major activities 
being Army, Navy, Air Force, Veterans Admin- 
istration, and Public Health Service. Coupled 
with this proposal is the matter, in turn, of co- 
ordinating these government health activities 
with development of the Hill-Burton hospital 
construction program, federally-supported medi- 
cal research, financial aid to the states for vene- 
real disease and tuberculosis control, and other 
health activities whose administration is in 
private or state hands, rather than federal. 

The recital of these responsibilities only serves 
to call attention again to the Rusk committee, 
since it will examine all of them. Even though 
Congress, in this or any year, may not establish 
a United Medical Administration or adopt na- 
tional health insurance, circumstances point defi- 
nitely to mounting participation by Washington 
in public health affairs. Inevitably the Capital’s 
influence will be felt right down to the grass 
roots level. 


Oregon Decision Near 


Every doctor who has hospital privileges or 
who is identified with voluntary prepayment in- 
surance is hereby alerted that an important de- 
cision which will interest him is expected to be 
issued in late September or in October. Here 
again there is a government angle, for our refer- 
ence is to the United States Government's civil 
action against Oregon State Medical Society, 
Oregon Physicians Service, and the affiliated 
county societies and individual physicians who 
are co-defendants. This case is similiar in all sub- 
stantial respects to the antitrust action against 
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American Medical Association and more than 
20 co-defendants which the Department of Jus- 
tice prosecuted in 1941. 

A 516-page trial brief, summing up the gov- 
ernment’s argument that the Oregon groups and 
certain of their officers violated the law in their 
tactics, has been filed by Department of Justice 
and the Portland court which is hearing the case 
will receive a rebuttal brief this month. The 
court’s decision will be awaited with extraordi- 


nary interest by the entire profession, which 
must not underestimate its influence. 

Of course, the war emergency may relegate to 
secondary importance such domestic issues as 
compulsory health insurance. Nevertheless, it 
will be interesting to see what happens this fall 
with the combination of the A.M.A.’s advertis- 
ing campaign, the Congressional and guberna- 
torial elections, and the Oregon antitrust cases 
decision enlivening the national scene. 


MEDICAL CARE FOR THE NEEDY—A PROBLEM FOR GOVERNMENTAL OR 


NONGOVERNMENTAL AGENCIES 


BY WARD DARLEY, M.D. 


THE GENERAL PROBLEMS of human welfare are 
bound so intimately with those of health and 
illness that it is dificult to consider one without 
the other. Indigency contributes mightily to the 
need for medical service and, conversely, in- 
adequate medical service contributes to in- 
digency. 

As far as the medically needy are concerned, 
there is a great paucity of reliable data of real 
use in definite programming. For the most part, 
the data that is available is chiefly of use in in- 
dicating the necessity rather than in devising a 
solution to the problem. 

In most instances the solution of most com- 
munity welfare problems can only go so far be- 
fore it reaches an impasse. As soon as welfare 
programs extend beyond the point of improvisa- 
tion and the meeting of minimal needs in a min- 
imal way, further progress will depend upon 
careful all-community planning. This, in turn, 
hinges upon the obtaining of detailed, specific 
data as to needs and resources, and upon the 
determination of aims and policies to which all 
can subscribe. 

When a community begins to seriously an- 
alyze the medical and health problems of its 
welfare groups, the following questions inevit- 
ably present themselves: 

1. What constitutes the medically needy 
group? 

2. How large is the medically needy group? 


3. How much care does this group currently 
“eceive? 
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4. What are the costs for the medical care of 
this group? 

There is no commonly accepted answer to the 
first question, and if this question cannot be 
answered it follows that the next two must also 
remain unanswered. As to the fourth question, 
all one can usually say is that no reliable basis 
for an estimate can be found. This is largely 
due to the multiplicity of agencies involved, to- 
gether with the fact that none can offer a break- 
down of its expenditures by socio-economic 
groups of recipients. The picture is further com- 
plicated by inability to separate the costs of gen- 
eral assistance from those of medical care. Per- 
haps it is unreasonable to attempt this because, 
as far as the indigent are concerned, the two 
types of assistance are so intimately related. The 
answer to the question is further complicated 
because it is not possible to judge how general 
assistance and medical care funds are being 
spent in terms of medical need, or with what 
efficiency. Finally, no fair estimate of the costs 
involved can be arrived at unless it were pos- 
sible to make proper allowance for the free serv- 
ices rendered by the medical and related pro- 
fessions, and by the tax- and nontax-supported 
hospitals. 

The lack of answers to the above questions 
makes forward thinking and planning difficult. 
Consequently, part of the consideration of what 
is needed or justified in the way of medical care 
for the needy in the average community must 


be based upon philosophical considerations, 
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many of which are also controversial issues.’ 

One of these considerations would be that 
however much medical care the needy now re- 
ceive, it is still woefully inadequate. The medi- 
cal care now available to the lower socio-eco- 
nomic groups of our population is largely based 
upon emergency and dire need. It is oriented 
about established and manifest disease. An in- 
dividual usually seeks care only in times of per- 
sonal crisis and thus is the victim of medical 
care based on expediency of the moment. Little 
long-term planning to meet any individual’s con- 
tinuing medical problem is possible. Many medi- 
cal needs are postponed indefinitely in favor of 
needs that are more pressing. Because of this, 
the volume of postponable needs tends to grow. 
In turn, the accumulation of these postponable 
problems is decreasing the potential efficiency of 
the community. Finally, the present system is in- 
creasingly inadequate because it has largely 
ignored the steadily growing problems of chronic 
disease and the health and medical needs of an 
aging population. 

A second consideration would be the multi- 
plicity of agencies supplying care for the medi- 
cally needy. Each agency works within a rela- 
tively narrow range or is interested only in a 
narrow segment of the total problem. Moreover, 
the interests of two or more agencies may fre- 
quently overlap, making for duplication of effort 
and expenditure. Furthermore, there are seg- 
ments of the problem that receive much atten- 
tion; others that receive little or none, in pro- 
portion to their importance to the whole. There 
are undoubtedly many instances when an in- 
dividual with a given problem may have to deal 
with a number of agencies in order to secure 
the necessary help. A sick individual with low 
socio-economic status frequently lacks the en- 
ergy, time, patience, or knowledge to seek out 
the help necessary to solve his problem. 

A third consideration would be that as far as 
the indigent are concerned, little emphasis is 
placed upon the prevention of disease and the 
promotion of health. It should be obvious that 
if provisions are made for adequate medical 
care, such care will be much more supportable 
economically if appropriate steps are taken to 


1These “considerations” have been outlined in col- 
laboration with Dr. H. J. Doge, Associate Professor of 
Preventive Medicine and Public Health, University of 
Colorado School of Medicine. 


78 


forestall disease to the greatest possible extent. 

A fourth consideration is the idea that medica’ 
care for the needy should not be separated from 
that of the rest of the population. Attempts t: 
define eligibility for medical care on the basi 
of income are untenable, for the simple reasor. 
that an adequate system of medical care shoul: | 
be based on the demonstrated need for care anc! 
not on ability to pay. Furthermore, to set up 
medical care facilities limited to certain income 
groups makes for injustice to the individual who 
falls just outside the specified limits and also 
makes for a duplication of facilities, resulting in 
a needless increase in unit costs. 

There are other reasons why we should not 
isolate a consideration of the. medical care of 
the needy apart from the needs of the rest of the 
population. Whether needy or not, we are all 
American citizens, and as such we must sink or 
swim together. This is more true today than ever 
before. Health standards of varying excellence 
cannot help but detract from the maximum 
health and performance of all. A generally high 
level of health in this country is just as essen- 
tial to our national security as is a sound eco- 
nomic system, a strong foreign policy, or a mighty 
air force. 

There are many who believe that our national 
government should assume the primary respon- 
sibility for health and medical service in this 
country. While the writer does not subscribe to 
this, he does believe that our nation, as well as 
its component parts, should marshal all avail- 
able forces that can be brought to bear upon our 
problems of health service and medical care. In 
doing this, it is essential that all of our problems 
and resources be carefully studied and analyzed. 
Then, and only then, can we approach our prob- 
lem intelligently, and effectively. Our present- 
day knowledge and techniques justify an all-out 
effort—provided we can obtain data necessary to 
estimate our qualitative and quantitative needs, 
and provided our problems of distribution and 
supply of personnel and facilities can be met 
on the basis of these needs. 

As far as health needs and resources are con- 
cerned, no two communities in this country are 
alike. As a consequence, there are no two com- 
munities that could, or should, resort to identical 
patterns for meeting their health or medical care 
problems. It therefore behooves every State to set 
up machinery whereby it can analyze its needs 
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of medical care. 
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and resources and then define ways and means 
of putting these resources to work in order to 
take care of the demonstrated needs. In other 
words, the total national problem can best be 
met as the result of the summation of an all-out 
effort on the part of each individual State-wide 
community. And by State-wide community is 
meant all elements of the State that have any 
reason whatsoever to be interested. Govern- 
mental resources should constitute but a few of 
the many that can be called into action as part 
of the total community effort. 

Maryland is one state that has made an ef- 
fort which approaches this procedure. In 1939, 
the Medical and Chirurgical Faculty of Mary- 
land addressed a letter to the State Planning 
Commission suggesting that a standing commit- 
tee on medical care be formed. This letter set 
a series of events in motion—surveys, studies, and 
meetings—which finally resulted in the Mary- 
land Medical Care Program. The total com- 
munity (including the state, county, and city 
governments, volunteer health agencies and or- 
ganizations, medical and related professional 
groups, and consumer groups) put its shoulder 
to the wheel and evolved a program that had 
considerable basis on reliable estimates of needs 
and resources. The Maryland Plan as finally 
put into operation might or might not be one 
that would be applicable to other communities. 
There are many things about it that are con- 
trary to the thinking expressed in the preceding 
considerations, others that are entirely com- 
patible. The Plan’s interest is completely limited 
in the indigent but the services available are 
according to need. Health and preventive serv- 
ices are provided. Continuing care from a physi- 
cian of choice is encouraged. The plan is com- 
pletely supported by state tax funds, but ques- 
tions of administrative policy are in the hands 
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of commissions whose members are representa- 
tive of the community. 

It would be hopeful if more of our State-wide 
communities would follow in Maryland’s foot- 
steps. The formation of State Health Councils, 
broadly representative of their communities, rep- 
resents a trend in the right direction. If these or 
similar organizations really mean business, how- 
ever, it must be recognized at the outset that 
many difficult problems will present themselves 
—problems whose solution will require sincerity, 
energy, and patience. It will be necessary to 
think through and to coordinate many view- 
points and interests, to reach a common ground 
for action. Surveys and studies of needs, and of 
resources, will be essential—activities that will 
require a secretariat, technical advisers, and funds. 

The upsurge of social consciousness through- 
out the English speaking nations is tending to 
place a premium on human values and resources. 
And when one thinks about this rising tide of 
social consciousness and responsibility, one might 
well become disturbed and confused because of 
the conflict between a desire to ease human suf- 
fering and hardships, on the one hand, and the 
need for wise investment of welfare effort upon 
the other. Where and how can a line be drawn 
between effort that will bear interest, and ef- 
fort that will be wasted in the cultivation of 
deadwood? Where should it start? Where should 
it stop? More research that deals with the ul- 
timate result or value of welfare effort is very 
much in order. 

There can be such a thing as too much as- 
sistance. Overdone or misplaced welfare effort 
in itself has potential implications for ill health, 
in that a resultant lack of initiative and ambi- 
tion may well engender or aggravate emotional 
or personality quirks in the recipients which, in 
themselves, represent a form of illness or become 


factors in illness. It is not inconceivable that this 
effort, as more and more individuals, families, 
and communities become involved, could so 
weaken our national strength as to render us 
impotent in the competitive world in which we 
must live. Health is a privilege, not a right. 
Health must be sought. Health must be main- 
tained. Health involves the assumption of indi- 
vidual responsibility. 

The individual citizen must constantly be 
kept in mind as the ultimate resource unit. If 
indigency or illness threatens or detracts from 


the resource potential of the individual, th» 
logical welfare approach is to throw resources 
into action to restore and maintain the indivic. 
ual at the highest possible resource level. Help 
him to help himself, so that he in turn can be 
of help to others. Government's interest in and 
responsibility for these problems should not be 
considered as being apart from the interest and 
responsibility of the nongovernmental elements 
in our society. 

Governmental and nongovernmental resources 
should plan and work together. 


“Next! 
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ETHICS IN MEDICINE 


BY WALTER C. ALVAREZ, 


AN INTERN working in the Massachusetts Gen- 
eral Hospital in December of 1947 asked his 
Chief, Dr. J. Howard Means, some questions 
as to the rightness or wrongness of certain de- 
cisions that he had to make. For instance, a pa- 
tient with a fatal disease could be kept alive for 
a while with the help of repeated transfusions, 
but she was using up the available stock of a 
special type of rare Rh negative blood which 
the blood bank people thought should be re- 
served for the helping of persons who could be 
cured. Should the woman, then, be denied the 
blood and allowed to die? 

Since Doctor Means did not feel that he 
could answer these questions with assurance, he 


asked Dean Willard L. Sperry of the Harvard 


Divinity School to come over and give a talk. 


Later, Doctor Sperry gave a similar talk at the 
University of Michigan, and now these addresses 
have been expanded into a beautiful and most 
thought-producing book. Dean Sperry is well 
prepared to think and write about the ethical 
problems that arise in medicine because he 
started out to be a physician and then, after the 
shock of losing a dear friend, went into the min- 
istry. 

As Sperry said to the interns, he could not 
answer categorically all their. questions. A man 
starts in life with the idea that right and wrong 
are like white and black—easily distinguishable— 
but as he grows older he finds that often his 
choice must be between two shades of gray. 

For instance, one day a woman consulted the 

‘The Ethical Basis of Medical Practice. By Willard 
L. Sperry. Foreword by J. Howard Means, M.D. Pp. 
185. Price, $2.50. Paul B. Hoeber, Inc., New York, 
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writer because of insomnia and nervousness. 


- After beating about the bush for a while she 


came out with the problem that was constantly 
distressing her. What she wanted to know was, 
was she or was she not a prostitute? She had a 
wedding ring all right, but she had married a 
wealthy old drunkard only so that she could put 
her brilliant son, by a previous marriage, through 
medical school. Had she sinned or had she done a 
commendable or pardonable act? She could not 
rest until she knew. Her minister thought that 
according to the dictionary she was a prostitute, 
but he suspected that morally she was a com- 
mendable one. I could only agree with this point 
of view. 

Often, because of conflicting loyalties, a man 
cannot say that one course of action is entirely 
wrong or entirely right. Let us say that a young 
man feels “called” to be a monk. But he has an 
invalid mother and some young brothers and sis- 
ters dependent on him. Should he then refuse 
to go where God calls, or if he disappears into 
a monastery will he be a selfish shirker? 

A physician was often torn between his loyal- 
ties to his work and to his family. He had a 
bronchiectasis which flared dangerously and put 
him to bed for a month or more whenever he 
caught a patient's bad cold. One day he was 
called to see a charity patient with a particularly 
virulent pneumonia. As the doctor examined the 
boy in a close room he realized that he might 
be signing his death warrant. Actually, he did 
catch the infection, and from it he barely 
escaped with his life. After that it seemed to 
him that with a large family dependent on him, 
he ought not to see any more patients with se- 
vere colds. But every time he refused to see one 


he felt ashamed and cowardly and unprofes- 
sional, and he never could be sure that he was 
doing right. 

Another problem that assails a physician many 
times a year is, “Should I labor hard to keep 
alive some person who not only is useless but 
who, if he lives on, will wreck the finances 
or the life of some relative who is useful?” One 
thinks of the aged parent with a stroke who, for 
* years, has been abusing and impoverishing his 
hard-working little daughter and wrecking her 
life, or one thinks of the idiot child who has 
been wrecking the life of the mother and caus- 
ing her husband to almost desert her. One 
thinks, also, of the man dying from cancer who, 
in the last six months of his life, has been made 
to spend on useless treatments and operations 
all the money he had hoped to leave for the ed- 
ucation of a son. 

The writer remembers a consultation on the 
case of a moron suffering from chronic ulcer- 
ative colitis. The eminent surgeon who had been 
asked to perform ileostomy refused to operate 
because he thought it much better for the boy 
and society that nature be left to take her course. 
As the surgeon said, “If I save him, what will 
you have left on your hands?” Doubtless, thous- 
ands of good people would have had the hor- 
rors over the “cruelty of this decision,” but would 
any of them have come forward and offered to 
pay the boy’s bills for the next ten years? 

As Dean Sperry says, there is many an oc- 
casion when the thoughtful physician will won 
der if he is doing right. He may be right in 
one place and wrong in another. For instance, 
it would be right for a doctor without graduate 
training in surgery to operate for acute appendi- 
citis or intestinal obstruction in an outlying vil- 
lage in northern Alaska, but it might be improper 
for him to attempt the same operation in New 
York or Chicago. 

The writer remembers a case in which, years 
ago, his old professor was in a quandary. The 
date for a big society wedding had been set and 
the papers were full of pictures of the bride 
and her attendants. And then the wealthy play- 
boy groom walked into the office with the rash 
of an acute syphilis. The question was, should 
the doctor order the wedding postponed? His 
lawyer advised him that he hadn’t the legal 
right to do anything, and so he gave a couple of 
injections of salvarsan and hoped for the best. 


But for years afterward his conscience hurt hi 
sorely. 

Dean Sperry has a whole chapter on the prol 
lems of whether or not to tell the truth to p: 
tients, especially when they have cancer or othe 
fatal disease. His discussion of this subject coul. 
have been much improved by more consulta. 
tions with physicians who constantly are being 
faced with this problem. He does not reach any 
definite conclusions. 

Much on the subject is to be found in a book 
by Richard Cabot. He felt that the telling of the 
truth is usually much better than lying. Lying sel- 
dom deceives anyone, and often it is very unkind 
to the patient who is left uncertain and fearful. 
Actually, after paying good money for an opin- 
ion, a man has a legal right to an honest one. 
Often he is much relieved to know the worst, 
and often he needs the information so that he 
can put his house in order. In many a case, an 
honest opinion given at the start could have 
kept a family from wasting thousands of dollars 
which should have been saved for the care of a 
wife or children. 

Honesty on the part of the physician will win 
him friends, while lying, even when done with 
the best of intentions, will often cause him to 
be disliked. Lying also causes unpleasantness be- 
tween physicians. For instance, a surgeon, after 
removing a cancerous breast, often tells the 
woman that the tumor was benign. Later, when 


‘ perhaps her lungs and her spine fill with nod- 


ules, and she is racked with pain and shortness 
of breath, and her family doctor has to tell her the 
truth, she and the family may be angry with the 
surgeon. This is particularly likely to happen if 
the surgeon did not order roentgenotherapy, be- 
cause then members of the family keep saying, 
“If only we had been told, we would have given 
her every chance.” 

Obviously it is not always necessary for a doc- 
tor to tell a patient bad news if the man does 
not ask for it or want to hear it. As Osler used 
to say, there is no reason for telling every pa- 
tient all we know about his disease, or for tell- 
ing him things he cannot understand. But it 
would seem that whenever a man looks his doc- 
tor in the eye and says, “What have you found?” 
he should receive an honest answer. In a recent 
study, Drs. W. D. Kelly and S. R. Friesen found 
that 82 of 100 persons questioned wanted to 
know about it if they ever got cancer. 
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As Sperry said, often a physician has to dis- 
cuss difficult life problems with his patients and 
often he must talk much as a minister would do. 
But most physicians feel that their duty is 
neither to scold nor to preach but just to point 
to a better way of life. 

Dean Sperry has two chapters on the prob- 
lems of euthanasia. Like most kindly people, he 
fears and dislikes the thought of it, and to sup- 
port his stand he is inclined to point to those 
rare cases in which a patient, seriously ill and 
hopeless, eventually recovered and became a 
useful citizen again. This would seem a weak 
argument because we physicians know that eu- 
thanasia is most commonly desired by emaci- 
ated persons, who for weeks, with a perfectly 
clear brain, have been dying of metastatic can- 
cer. We know how very seldom such a person 
ever recovers. Idiots, who often need euthanasia, 
of course never recover. 

So many of the persons who now oppose eu- 
thanasia do not realize that the first law to be 
passed, when it is passed, will probably only 
permit a man when exhausted with hellish pain 
to ask for and get an overdose of morphine. 
There need be no fear, then, that a man will 
be done away with by his family or some enemy. 

As Doctor Sperry admits in his book, when 
his old dog, blind and weak, was dying of can- 
cer, he let the veterinary put him out of his 
misery. What is curious is that many a fine able 
man who has such compassion for a sick dog or 
a horse with a broken leg, will not have it for a 
dying father or mother or wife, but will insist 
that the invalid suffer on for months with per- 
haps the horrible torture of cancer eating into 
many of the big nerves of the body. 

The ministers who now so oppose euthanasia 
might no longer do so if they had to spend a 
few years in a county hospital among men and 
women dying slowly of neglected cancer of the 
bladder and rectum, amid the foul stench of 
reeking fistulas, constantly leaking feces and 
urine into the bed, or with strangling cancers 
of the tongue or the esophagus. If the ministers 
could take care of such persons for a few months 
without wishing that they could put them pain- 
lessly out of their misery, they would be heart- 
less indeed. 

Years ago, in 1516, Sir Thomas More said so 
well, “But yf the disease be not onely uncur- 
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able, but also full of continuall payne and an- 
guishe; then the priestes and the magistrates ex- 
hort the man, seinge he is not hable to doo 
anye dewte of lyffe, and by over lyvinge his 
owne deathe he is noysome and irkesome to 
other, and grevous to himselfe, that he wyl de- 
termine with himselfe no longer to cheryshe 
that pestilent and peineful disease.” 

Is it not curious that now after 400 years there 
still is no relief or mercy in sight for these people 
who must spend months in horrible suffering, 
daily trying to die? Is it not curious, also, that 
the men who have always blocked the passage 
of the needed and humane law have been the 
churchmen—those men who of all persons in the 
community one would think would be the kind- 
est and most merciful? Often it seems they have 
been too greatly concerned about a man’s soul 
and too little concerned about his body. 

As Dean Inge, of England, once marvelled; 
we jail a man for failing to put his sick horse 
or dog out of its misery, but we always try to 
hang the man who does away with his idiot 
child, even when he does this from fear that he 
himself is soon to die and thus to leave the child 
uncared for! 

The next to the last chapter in Dean Sperry’s 
book is on Reverence for Life. His argument is 
beautiful, but if he were a physician he might 
add that no sensible man can feel much rever- 
ence for life when the living person happens 
to be an idiot or a filthy, naked, insane man, 
voiding his excreta on his mattress, and cursing 
and spitting at anyone who comes near him. 
When the brain is largely destroyed and gone 
there is not much left of a man. 

Dean Sperry has written a fine, thought-pro- 
voking, scholarly, and kindly book which every 
physician should read. Physicians will be grate- 
ful to him for having written it, and they will 
be glad that a fine minister has now come for- 
ward to help them with their moral problems. 
Perhaps before Dean Sperry writes a second 
edition he will have long chats with dozens 
of thoughtful physicians who will tell him about 
more of their ethical problems, and will get his 
help in grappling with them. With this experi- 
ence he can write an even better book. Perhaps, 
then, he can come out with more definite an- 
swers to some of the quandaries that now per- 
plex us physicians. 
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Academy Reports and News 


1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


San Francisco Civic Auditorium, March 19-22, 1951 


In only two years the Academy has established new standards for medical meetings and has become 
an outstanding leader in this field of professional postgraduate training. The Third Annual Scientific As- 
sembly, to be held in the San Francisco Civic Auditorium, March 19 to 22, 1951, will set even higher 
standards and will be one of the finest postgraduate courses for general practitioners to be given any- 
where in 1951. The program now taking shape will be a unique departure from those ordinarily presented 
at medical meetings—it represents an entirely new concept of study, keyed to the general practitioner's 
particular role in medical practice. Here are some of the highlights: 


Symposium on Family Life. The entire Mon- 
day afternoon opening session will be devoted 
to a seminar discussion of family life and modern 
living. Since the general practitioner views every 
patient in the perspective of family relationships, 
it is the purpose of this panel to analyze ways 
in which he can most effectively approach the 
problems encountered in family life today. For 
the first time in medical meeting history, the 
doctors’ wives are being invited to attend a sci- 
entific session—they are asked to participate in 
this seminar. 


Aspects of General Practice. Many differ- 
ent and unrelated areas of interest to the general 
practitioner will be covered in the Tuesday and 
Wednesday morning sessions. Among them— 
pediatrics, pre- and postnatal care, geriatrics, 
theumatoid problems, laboratory procedures, and 
medical economics. 


Seminar on Functional Disorders. The prac- 
tical features in the management of functional 
or psychosomatic problems and disorders will be 
discussed by a panel of seven experts on Wednes- 
day afternoon. This will closely relate to the 
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symposium on family life and will give added 
emphasis to an area of activity in which the fam- 
ily doctor is a key figure. 


Therapeutic Nuggets. The Thursday morn- 
ing session will consist of a period with the 
theme “What's New and Practical in the Man- 
agement of Common Diseases and Disorders?” 
The teaching session will be devoted to present- 
ing therapeutic hints of practical value to the 
man in general practice. This will be followed 
by a discussion of essential office surgery. 


Teaching Faculty. Twenty-seven outstanding 
teachers of national reputation have been invited 
by the Program Committee to present the 20 in- 
dividual teaching periods. Their names will be 
announced in GP next month. These men and 
women were selected because they are all excel- 
lent teachers and speakers; they will discuss their 
subjects informally rather than read a paper. 
Appropriate training aids will be extensively used. 


Scientific Exhibit. Never before has a scientific 
exhibit been so completely designed for instruc- 
tion and education of the general practitioner. 


F 
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The Academy’s Scientific Exhibit will be directly 
coordinated with the scientific program and will 
present practical and working knowledge. Many 
of the exhibits will relate to and supplement the 
teaching periods on the formal part of the pro- 
gram; others will not specifically tie in with the 
scientific sessions, but will give proper balance 
to the Assembly as a whole. 


Technical Exhibit. The Technical Exhibit at 
the 1951 Scientific Assembly is being planned 
as an integral part of the education program. 
Representatives of leading firms in the pharma- 
ceutical, supply, equipment, and service fields 
will be there to advise Academy members of the 
latest developments in their respective fields and 
to discuss how these products and services can 
best be utilized in each doctor’s personal prac- 
tice. The Academy's Technical Exhibit is de- 
signed primarily to be of functional use in dis- 
pensing knowledge rather than merely a sales 
medium. Serving in a liaison capacity between 
members and research laboratories, each ex- 
hibitor will be qualified to present information 
on subjects of interest to the family doctor. 


Congress of Delegates. The Academy's policy- 
making body will convene on March 18, the 
day before the Assembly formally opens. Refer- 
ence committees will meet that afternoon and 
will continue their discussions the following 
morning. The Delegates’ Dinner is planned for 
Tuesday evening, March 20, and will be fol- 


lowed by a business session. 


Ladies’ Entertainment. The Ladies’ Ente 
tainment Committee is crystallizing plans t 
make the stay in this fascinating city a mem 
rable event for the wives of doctors who atten: 
the San Francisco meeting. Already schedule 
is a “brunch” at which the principal. speake 
will be Evelyn Duvall, Ph.D., executive secre 
tary of the National Council on Family Rel: 


tions. 


Social Events. The historic Palace Hotel will 
be the scene of the Academy’s Third Annual 
Banquet on Wednesday evening, March 21. At 
noon Tuesday the annual State Officers’ Lunch- 
eon will be held. 

These are but a few of the outstanding fea- 
tures of what is planned to be the most con- 
structive medical assembly of 1951. It is a meet- 
ing you will remember for years because of its 
dramatic, bold, new approach to problems that 
encompass the whole field of general practice. 
The things you learn in San Francisco will be 
the key to a more effective integration of your 
professional activities into the community scene. 
This is the one convention of the coming year 
which no conscientious general practitioner will 
want to miss. 

Obviously, scientific training is not the only 
inducement to attend the 1951 Scientific As- 
sembly. Those of you who have visited San Fran- 
cisco in the past need no urging on this score. 
Even a recital of such names as “Golden Gate,” 
“Bay Bridge,” “Fisherman’s Wharf” will be suf- 


ficient to stir exciting memories. You will want 


Hotel Reservations Open October 1 


Warcu for the hotel reservations form that will be published in the October issue of GP. It will 
include a list of hotels in San Francisco and their rates, so that you may easily and conveniently 
choose your accommodations for the Assembly period, March 19 to 22, 1951. 

The Hotel Reservations Bureau in San Francisco will handle all reservations. Beginning Oc- 
tober 1 they will be prepared to accept reservation forms for the Academy meeting. | 

All requests for rooms will be filled in the order in which they are received. National officers, 
members of the Board of Directors, two delegates from each state chapter, and the guest 
speakers will have rooms reserved for them in one hotel. 

Please do not request hotel reservations now. Wait until the official form appears in next 
month’s issue. The Committee on Hotels cannot consider requests for hotel reservations. until 
after October 1, and then only when made on the official form. 
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to see the redwoods, eat an abalone steak, ride a 
cable car, view the nation’s most breath-taking 
panorama from Coit Tower on Telegraph Hill 
or from the Top O’ the Mark. - 

San Francisco itself justifies a trip any time. 
The program being planned for this Third An- 
nual Assembly would be a “must” on your cal- 


endar, regardless of what city might have been 


LET‘’S GO TO HAWAII! 


GENERAL PRACTITIONERS who plan to attend the 
San Francisco Assembly next March will have 
an opportunity to make their western trip com- 
plete with a visit to Hawaii. Academy Head- 
quarters has made arrangements for a conducted 
postconvention Hawaiian tour that assures the 
maximum of relaxation, comfort, and enjoyment. 
Doctors who have contemplated some day visit- 
ing “The Islands” will find this the perfect op- 
portunity to do so with a minimum of planning, 
for all details and arrangements will be taken 
care of by the Kirkland Travel Agency. 

Furthermore, the tour can be tailored to fit 
each physician’s time schedule. The round trip 
may be made either by Matson Line steamship 
or by United Airlines Clipper. Or you may elect 
to travel one way by water and the other by air 
—combining the lazy comfort of a sea voyage 
with the exhilaration of a swift transoceanic 
flight. There are three tours available: (A) An 
18-day trip with transportation both ways on a 
fast, modern, twin-decked Clipper plane; (B) 
a 22-day excursion with transportation west on 
the luxurious Matson S.S. Lurline and the re- 
turn trip by Clipper; and (C) a special 30-day 
program for those who wish to make a more ex- 
tended stay in the Islands. 

The Royal Hawaiian Hotel has been selecied 
as Honolulu headquarters for the visiting gen- 
eral practitioners. A block of choice twin-bedded 
rooms will be reserved, each with a splendid 
view, either of Waikiki Beach or of the hotel’s 
luxuriant tropical gardens. This hotel is re- 
nowned for the excellence of its service. Out- 
standing among its numerous dining facilities 
are the Terrace Room, the Bathers’ Lanai, and 
the Surf Room. During the tour there will be 
several delightful evening concerts of native 
Hawaiian music, while the cocktail hour on the 
Lanai outside the Surf Room and dancing every 
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picked for it. Put the two together and you 
have an unbeatable combination of the finest in 
professional and recreational opportunity. 

On the following pages is announced an ex- 
citing postconvention tour to Hawaii. Plan now 
to attend the San Francisco meeting. Afterwards, 
take your family to Hawaii at special reduced 
rates. 


evening on Waikiki Terrace are always high 
points of the social program. 

Recreational activities include golf, yachting,’ 
deep sea fishing, horseback riding—and, of 
course, swimming, surf riding, and sunbathing 
on Waikiki Beach. On one evening there will 
be an authentic Luau, or Hawaiian Feast, while 
a dinner dance with Hawaiian entertainers will 
feature another evening's festivities. The visit 
will conclude with an Aloha reception in true 
Hawaiian style. 

For those interested in sightseeing as well as 
recreation and relaxation, there will be a num- 
ber of escorted trips to points of interest. In- 
cluded in the list are Waikiki Aquarium; the 
Honolulu Art Museum; Mount Tantalus; the 
Punchbowl, an extinct volcano crater; Diamond 
Head; Hanuama Bay; and the old lava flows 
from Koko Crater. Then there is the “Blow 
Hole,” where each incoming wave shoots a salt- 
water geyser into the air, and Makapuu light, 
reputed to be the strongest in the world. It is off 
the beach near this light that expert swimmers 
ride the surf barefooted, without using boards. 

The temperate Hawaiian climate is delight- 
ful in late March—daily average temperatures 
range in the middle 70's. The sun shines out of 
a crystal clear sky, flowers bloom in profusion, 
you sleep soundly at night to the gentle surg- 
ing of the surf along the shore—in fact, every- 
thing contributes to a delightfully perfect vaca- 
tion, be it one of activity or lazy relaxation. 

It is, of course, still too early to make actual 
reservations. However, it would be helpful if, 
within the next six weeks, Academy Headquar- 
ters could obtain a rough idea as to how many 
people may be expected to make the trip. So, 
if you are interested, drop a note to Mr. Mac 
Cahal, Executive Secretary, 406 West Thirty- 
fourth Street, Kansas City 2, Missouri. 
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If you’re planning to attend the AAGP con- 

vention in San Francisco next March, plan 

a “side trip” to lovely Hawaii too! The 

AAGP Post-Convention Hawaii Holiday 

offers completely new experiences for you— 

and they’re only hours away by United! 
And those hours fly fast when you’re relaxing in United’s Main- 
liner Stratocruiser, strolling in the spacious 6 compartment cabin, 
or enjoying the lower-deck Hawaiian Lounge. 


United’s service to and from San Francisco is worthy of your 
attention, too—for if you have but little time to spare you'll 
appreciate the speed and luxury of DC-6 Mainliner 300s that 
fly coast-to-coast in as little as 10 hours. 


Mainliner Stratocruiser service from California. DC Mainliner 300 con- 
necting flights from other Pacific Coast points and the Midwest and East. 


WRITE FOR FREE BOOKLET BY DUNCAN HINES describing accommodations and 
eating places in Hawaii. It’s available from United Air Lines, Chicago 38, Ill. 
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After the San Francisco Assembly .. . 


x J Nau He hida 


Plan Now a “Never-to-Be-Forgotten” Holiday with Your Fellow Members! 
Communicate with A.A.G.P., Kansas City 


Itinerary Number One, $777. Going via SS 
Luring, Return via Unrrep Am Lungs. 


22 Days 


March 23: Leave San Francisco via Southern Pacific’s 
“Lark” en route Los Angeles. 


March 24 and 25: In Los Angeles, with headquarters 
at the renowned Ambassador Hotel. A visit to the movie 
studios, famed Hollywood Bowl, Beverly Hills, 
Farmers’ Market, the Toluca Lake district—and at- 
tendance at a nation-wide CBS broadcast. 


March 26 to 30: Aboard the Matson Line’s luxuri- 
ous SS Lurline, with choice outside cabins. The key- 
note is enjoyment—rest and relax—play and have fun. 
Deck games . . . music . . . dancing . . . swimming . . . 
horse racing . . . bridge . . . bingo . . . excellent cuisine 
—all combine to speed your hours at sea. 


March 31 to April 12: Honolulu and its traditionally 
friendly Hawaiian welcome. Your home—the mag- 
nificent Royal Hawaiian Hotel. With superlative food 
and beautifully appointed accommodations, it is a 
luxurious version of delightful tropical living—a world- 
famous hotel on world-famous Waikiki Beach. Breath- 
taking scenery . . . delightful climate . . . beach and 
surf pastimes . . . evening gaiety climaxed by dancing 
under the stars—all expectations of Hawaii are far 
exceeded! 


April 12: Time has come to reluctantly bid farewell 
to our new friends on this enchanting island and board 
our luxurious United Air Lines twin-decked Strato- 
cruiser for our return to the States. Settled in this 
super air liner, we thrill to its power as we smoothly 
cruise at 300 miles an hour. In addition to a delightful 
full-course luncheon and dinner, refreshments are at 
our command from the service bar in the lounge. We 
land at Los Angeles where our private limousines 
transfer us immediately to the Ambassador Hotel. 


April 13: Limousines transfer us to Los Angeles 
Union Station where private pullmans await our return 
journey . . . taking leave of our fellow travelling com- 
panions, homeward bound from a never-to-be-forgotten 
“Fawaiian Holiday!” 


Itinerary Number Two, $957. Going via SS 

Luruing, Return via SS Lurine. 
30 Days 

This itinerary is arranged for those desiring to utilize 
the steamer in both directions, and while it is identical 
to Itinerary One up to April 12th, it then extends the 
stav in the islands until April 16th, returning to the 
Mi:nland on the SS Lurline, and arriving in Los 
Angeles April 21st. 


Itinerary Number Three, $677. Going via 
Unrrep Arm Lines, Return via Unrrep Ai 
Lines. 18 Days 


Those desiring Itinerary Three will depart San 
Francisco the morning of March 24th aboard United 
Air Line’s twin-decked Stratocruiser. The program in 
Honolulu is the same as in Itinerary One, covering 
for this group, however, their second through four- 
teenth days, March 25th through April 6th. Return- 
ing to the Mainland April 7th, again utilizing United 
Air Line’s twin-decked Stratocruiser, three days will 
be spent at the Los Angeles Ambassador, with the Los 
Angeles portion of the itinerary provided on the re- 


turn, departing for home April 10th. 


Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by Lee Kirk- 
land Travel, Kansas City. 


Make Reservations Now 


Mr. Mac F. Cahal 

Executive Secretary A.A.G.P. 
406 West 34th 

Kansas City, Mo. 

Please reserve, in my name, accommodations 
for my party of ( ) for the A.A.G.P. HAWAI- 
IAN HOLIDAY. We prefer Itinerary Number 
€ ). Enclosed is my check for ( ) rep- 
resenting deposit of $50.00 on each reservation 
which is to be applied on cost of trip. 
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Specifically 
for the 
Pregnant 

Patient 


For dietary supplementation, there is nothing better 
than White’s Mol-Iron with Calcium and Vitamin D 


Now for convenience in prescribing to pregnant and lactating 
patients, Mol-Iron—the most effective iron therapy known! 
—has been supplemented with generous amounts of calcium and 
phosphorus in an optimum ratio plus adequate vitamin D. 


Each easily swallowed, soft gelatin capsule contains: 


Dicalcium Phosphate........... 869 mg. 
(anhydrous) 
Prophylactic Dese: One capsule three times daily after 
meals. 


Therapeutic Dose: Two capsules three times daily after 
meals (providing 240 mg. Fe daily). 


Supplied: Soft gelatin capsules in bottles of 100. 


Also: Mol-Iron Tablets in bottles of 100 and 1000; 
Mol-Iron Liquid in bottles of 12 fluid ounces; and 
Mol-Iron with Liver and Vitamins, capsules in 
bottles of 100. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57 :541, 1949 


2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68, 1948 
3. Dieckmann, W. J., et al.: Am. J. Obstet. & Gynec. 59:442, 1950 
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REPORT OF A SYMPOSIUM ON GENERAL PRACTICE IN HOSPITALS 


ONE OF THE most discussed problems squarely 
before the medical profession is that of the rela- 
tionship between general practitioners and spe- 
cialists in hospitals. 

On the evening of June 21, at the Ambassador 
Hotel, at a joint dinner meeting of the Los 
Angeles County Medical Association and the 
Section on General Practice of the Association, 
this problem was thoroughly discussed before 
an audience that filled the Embassy Room. 

Dr. Donald G. Anderson, Secretary of Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association, stated that the 
general practitioner is in the best position to act 
as the family doctor and family medical advisor, 
and to provide the continuity of personal medi- 
cal service that is essential to good medical care. 

He discussed the responsibilities of the family 
doctor, and the variations in general practice 
throughout the country. He pointed out that 
general practice in a large metropolitan area is 
one thing, and in an isolated rural area another. 
Doctor Anderson felt that an important step in 
clarifying the status of a general practitioner is 
the formulation of a positive definition of a gen- 
eral practitioner for guidance of both the pro- 
fession and the public. He suggested, 

A general practitioner is someone who acts as a fam- 
ily physician and medical consultant who is prepared 
to provide definitive care for the majority of common 
illnesses, and to advise when the services of a special- 
ist are needed. In addition, the general practitioner 
serving isolated areas should be qualified to provide 
definitive treatment, or advanced emergency care for 


all types of illness. : 

Doctor Anderson feels that until a satisfactory 
definition of the qualifications and functions is 
formulated, the problems regarding the status of 
the general practitioner cannot be dealt with ef- 
fectively. 

One phase of the status of the general prac- 
titioner has to do with the relationship between 
general practitioners and specialists. Doctor An- 
derson outlined three basic problems: 

The first is that the specialist is concerned, if not 
disturbed, by the general practitioner who attempts to 
carry out procedures that he is not qualified to per- 
form, or who delays in asking for help until illness is 
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far advanced, or serious or preventable complications 
have developed. 

The second problem is that the general practitioner 
is disturbed by the specialist who fails to refer his pa- 
tients back to their family physicians after he has 
completed the special services that were requested of 
him. 

The third problem is that of the tendency in many 
areas today to deny, or sharply restrict, hospital privi- 
leges to general practitioners. 

I don’t need to point out that general practitioners 
and specialists are both members of the same team; a 
team that, as we all know, has been under attack for 
several years. While much of this attack is unjustified, 
it constitutes no less a threat to the welfare of society 
and the integrity of the medical profession. It would 
seem important, therefore, that a solution be found to 
the problems just cited so that we can maintain closed 
ranks. 


In regard to the relationship of general prac- 
titioners and hospitals Doctor Anderson quoted 
from reports of his Council: 

“The special report of the Council on Medi- 
cal Education in Hospitals to the delegates of the 
American Medical Association ‘in June, 1947, 
constituted an important statement of policy de- 
signed to make clear to all concerned the A.M.A. 
views with respect to hospital privileges for gen- 
eral practitioners. I would like to read at some 
length, from this report, and I now quote: 


Certain hospitals have inaugurated, as a matter of 


"policy, limitations of their staff appointments to posi- 


tions certified by specialty boards, or holding member- 
ship in certain special medical societies. Such a policy 
is contrary to the principles of the Council, and seems 
unsound. In publications which have dealt with hos- 
pital standards, the Council has expressed repeatedly 
the need for a hospital staff of high quality. It has 
never mentioned certification by a specialty board or 
membership in a special medical society as an impor- 
tant credential. 

Certain institutions have assured for themselves the 
inclusion on their staffs of properly qualified general 
practitioners by the establishment of general practice 
sections. On the whole, so much certainty appeared to 
exist in the minds of many boards of trustees of hos- 
pitals about the propriety of establishing such sections 
as to leave this House of Delegates at its meeting in 
San Francisco a year ago to adopt a significant resolu- 
tion as follows: “Whereas, many hospitals have not 
established general practice sections in their visiting, 
active staffs, and their governing heads are doubtful 
whether such action has the approval of the bodies 
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which set up the rules and regulations for the approval 
of their hospitals for interns and residents; Therefore, 
Be It Resolved that hospitals should be encouraged to 
establish general practice services. Appointments to a 
general practice section shall be made by the hospital 
authorities on the merits and training of the physician; 
such a general practice section shall not prevent ap- 
proval of a hospital for the training of interns and resi- 
dents; the criterion of whether a physician may be a 
member of a hospital staff should not be dependent 
upon certification by the specialty boards or member- 
ships in specialists’ societies.” 

Some years ago, the Council on Medical Education 
and Hospitals formulated standards for the establish- 
ment of American boards for the certification of spe- 
cialists and for the conduct of hospital residencies pro- 
viding training in the various special fields of medicine. 
The aim was to improve the quality of training at this 
level of medical education: 

“The physician responsible for directing such hos- 
pital training should himself have had training and 
experience approximately equivalent to that required 
of certification applicants, whether or not he is ac- 
tually certified.” It was never intended that staff ap- 
pointments in hospitals, generally or even approved 
for residencies, should be limited to board certified 
physicians as is now the policy in some hospitals. Such 
policies, if practiced extensively, are detrimental to the 
health of the people, and are, therefore, detrimental 
to American medicine. 

Hospital staff appointments should depend on the 
qualifications of physicians to render proper care to 
hospitalized patients as judged by the professional staff 
of the hospital, and not on certification or special so- 
ciety memberships. In this opinion, the Council has 
the full concurrence of the Advisory Board for Medi- 
cal Specialties, which represents all of the American 
boards in the specialties. 

At the February, 1947, meeting of the Advisory 
Board, it was unanimously voted to adopt as the senti- 
ment and policy of the Advisory Board the recent reso- 
— passed by the American Board of Surgery, which 
reads: 

The American Board of Surgery is not concerned 
with measures that might gain special privileges or 
recognition for its certificants in the practice of surgery. 
It is neither the intent, nor has it been the purpose 
of the Board of Surgery, to define requirements for 
membership on the staffs of hospitals. The prime ob- 
ject of the Board is to pass judgment on the education 
and training of broadly competent and _ responsible 
surgeons, and not on who shall or shall not perform 
surgical operations. The Board specifically disclaims in- 
terest in, or recognition of, differential emoluments 
that may be based on certification. 

Since February, several separate American Boards 
have taken similar action. The Council on Medical 
Education is in complete accord with this principle. 
The Council now asks authority to use still another 
lever to carry forward the intent of the resolution of 
the House of Delegates. It recommends that in Sec- 
tion 3, Paragraph 6, of the Essentials of a Registered 


Hospital, which now reads, “Staff sections such as, 
medical, obstetrical and surgical should be organized as 
may seem wise,” should be amended to read, “Staff 
sections such as, medical, obstetrical, general practice, 
and others should be organized as may seem wise.” 

In regard to the Manual on the Establishment 
and Operation of a Department of General Prac- 
tice in Hospitals published by the American 
Academy of General Practice, Doctor Anderson 
stated: 


This manual should be a very valuable and useful 
guide to hospitals that recognize the importance of in- 
tegrating the services of the general practitioner with 
those of the specialty departments. It is hoped that 
this manual will receive wide and serious study, since 
it presents practical and enlightened suggestions as to 
how the privileges of a hospital can be made available 
to the general practitioner with due consideration of 
his qualifications and the welfare of the patient, and 
thus enable the general practitioner to render to his 
patients the medical care that is his proper function 
and responsibility, as we have already discussed, in 
his role as the backbone of American medicine. 

In undergraduate medical education, Doctor 
Anderson pointed out that in the last four or five 
years, medical schools have been giving more 
and more attention to the importance of inter- 
esting students in careers in general practice, 
and in designing their curricula to better meet 
the needs of future general practitioners. Forty- 
two medical schools now have programs designed 
to stimulate interest in, and provide improved 
training for, general practice. 

Doctor Anderson believes that if the general 
practitioner is to achieve his proper place both 
in and out of the hospital, he must have educa- 
tion and training that compares favorably with 
that of the specialist. A long and intensive period 
of training in hospitals after graduation is un- 
avoidable, therefore the Council on Medical 
Education and Hospitals has established stand- 
ards for residencies in general practice. Many 
hospitals, including university hospitals have 
established general practice residencies. 

Dr. F. R. Bradley, a member of the Council 
on Professional Practice of the American Hos- 
pital Association, pointed out that “The phenom- 
ena of the organization of the Academy for Gen- 
eral Practice is typically American, and probably 
can happen nowhere else in the world. It is a 
combination of free enterprise and free speech 
on the part of men and women who are becom- 
ing increasingly competent in their profession, 
and who have a desire to serve the community 
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more effectively. Some of us have seen it com- 
ing for a decade, for it is undoubtedly a result 
of the raising of standards of medical education 


and hospital care at a time when there is a short- 
age of hospital beds. 


The education of the public and the financial as- 
sistance of group insurance plans, particularly Blue 
Cross and Blue Shield and especially the use of the 
hospital for maternity care, has created a demand on 
the part of the public for hospitalization. In other 
words, there is a widespread clamor on the part of the 
public and physicians for more hospital beds. 


The medical profession raises this question: How 
can every qualified physician have access to a hospital? 
The answer is, in general terms, simple: Provide more 


hospital beds. 


Doctor Bradley stated that the essential need 
is to provide enough hospital beds so that every 
qualified physician may have hospital privileges 
whether he be a general practitioner or special- 
ist, and second, there must be sufficient ward 
beds for teaching purposes so that all medical 
graduates may receive good intern and resident 
training. Doctor Bradley suggested that reduc- 
tion in Federal taxes would permit the people to 
better maintain their own community hospitals 
and reduce the trend toward federal control of 
hospitals. 


Another suggestion for obtaining financial aid 
for the hospital, according to Doctor Bradley, is: 


A combination of group practice in which the hos- 
pital and the doctor share equally in the net return. Now 
the hospital is becoming the center of medical care. 
This is inevitable because it seems that our American 
way of living forces concentration of funds and serv- 
ice facilities, and this is perhaps indicative. Medicine 
obviously has advanced in its scope so greatly that 
there is insufficient supervision of practice such as is 
provided by chiefs of service in clinics. There is in- 
sufficient use of subsidiary personnel: there is insuf- 
ficient consultation between general practitioners and 
specialists. 

Group practice is one arrangement which will im- 
prove medical practice and lower its unit cost for the 
reason that it is susceptible to and can use the volume 
basis of operation. Volume is obtained per doctor for 
the reason that the full time doctor can treat more 
patients than the doctor in solo practice whose office 
and hospital are separated, and who usually has pa- 
tients in more than one hospital. It will not change 
the office volume, but it will cut the office overhead 
way below what it now is. Group practice is inevitable 
and, in many respects, is already here. The public 
wants it; the question is, therefore, not will there be 
group medicine or group practice, but by whom? By 
the unions? By industry? By the doctors themselves? 
By hospitals and medical schools? Or, by the federal, 
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state, and local government? It seems to me that the 
best plans would be a voluntary group practice plan 
in which the physicians themselves organize into 
groups and control the operations thereof. 


Doctor Bradley recognized the problems in- 
volved in integrating the general practitioners 
into the medical staff, but felt that this can be 
done under democratic organization of the 
“Board of Control” of the hospital and proper 
functioning of the medical staff in carrying out 
its responsibilities to nominate physicians for 
privileges on their individual merit and not on 
membership in professional associations. He dis- 
cussed the American Medical Association and 
the American College of Surgeons’ programs to 
raise the standards of medical care in and out 
of the hospital and stated that hospital admin- 
istrators have endeavored to keep pace with or- 
ganized medicine in this progress. He felt that 
the standardization program of the American 
College of Surgeons had been very important in 
raising the quality of medical care in hospitals. 

Dr. Louis Regan, Legal and Medical Relations 
Counselor for the Los Angeles County Medical 
Association discussed the American College of 
Surgeons’ policy on hospital staff organizations 
and privileges. The main points were published 
in the December, 1949, Bulletin of the Ameri- 
can College of Surgeons from which Doctor 
Regan read: 


“First, although the American College of Surgeons is 
an association of general surgeons and surgical special- 
ists, it has always recognized in its work of hospital 
standardization and other activities that the general 
practitioner—the family doctor—is the key figure in 
medical service to the patient. 

“Second, the main consideration in granting hospital 
privileges to a physician is that he shall be competent 
to perform the procedures which he undertakes; other- 
wise, the American College of Surgeons, in its stand- 
ards for hospitals, imposes no restrictions which pre- 
vent the general practitioner from having the status 
which he deserves on the hospital staff. Any other con- 
ception of the requirements is the result of misunder- 
standing. 

“Third, the constitution and by-laws for hospital 
medical staffs which the American College of Surgeons 
has recommended may easily be modified by individual 
hospitals to provide for a section of general practice. 

“Fourth, the American College of Surgeons, in its 
program of hospital standardization, does not advocate 
restrictions of the hospital to any particular group, but 
feels that admission to hospital privileges should be ex- 
tended to such physicians and surgeons as are ethical 
and competent in their area of performance. When the 
condition is beyond their background of training and 
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Comparative studies on various antihistaminics demonstrate: 
NEOHETRAMINE is less toxic—extra safety more than com- 
pensates for larger doses that may be required for optimum 
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competence, they should call in one who is thoroughly 
qualified in that particular field to take over the care 
of the patient in cooperation with the original physi- 
cian; or, independently, if that seems more desirable. 
Good judgment and recognition of limitations to per- 
form in the various fields of medical and surgical 
practice are highly essential. With this understanding, 
the general practitioner can find his status in the gen- 
eral hospital within the limits of the constitution and 
by-laws and accepted policies of that hospital.” 


Dr. John O. Boyd, Jr., Chairman of the Com- 
mittee on Hospitals of the American Academy 
of General Practice spoke for the general prac- 
titioners and outlined the Academy’s program 
for integrating general practitioners into hospital 
medical staffs. 

Doctor Boyd’s remarks on general practice and 
the family doctor are presented in full. 


THE GENERAL PRACTITIONER IN AND OUT OF THE HOSPITAL 


BY JOHN O. BOYD, JR., M.D., Chairman, Committee on Hospitals, American Academy of General Practice 


Ir Is A PARTICULAR PLEASURE to have the oppor- 
tunity to appear before this assembly as a rep- 
resentative of the American Academy of General 
Practice to speak on behalf of the general prac- 
titioner. For the benefit of those of you who are 
not familiar with this organization it will suffice 
to say that it came into being in 1947 when the 
general practitioner finally realized that the only 
way he could promote his best interest would be 
through a national organization, as had other 
branches of medicine. Its principal purpose may 
be stated briefly as the desire to encourage gen- 
eral practice in the finest tradition of this noble 
profession. In our modern world, and as a re- 
sult of policies which have recently developed, 
this purpose has been expressed primarily in two 
directions: first, in the establishment of postgrad- 
uate programs for men in general practice, the 
encouraging of internships and residencies for 
students graduating from medical schools who 
desire to enter general practice, and the spon- 
soring of other programs of scientific interest to 
the medical profession at large; secondly, in ob- 
taining for the general practitioner the right to 
use the modern hospital to the degree that his 
training and experience warrants. 

This meeting is the result of the recognition 
of the necessity to face squarely the second point. 
I want to congratulate the Los Angeles County 
Medical Society and thank them for myself and 
for the American Academy of General Practice 
for the vision that led them to set up this pro- 
gram in the endeavor to rectify the inability of 
the general practitioner to obtain adequate hos- 
pital privilege. This is not a local situation but 
is national in scope, and the problem, as I un- 
derstand it in this area, is no different from that 
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in other sections of the country. It is hoped as a 
result of the appearance on this platform of rep- 
resentatives of the different groups interested in 
this problem, that direct answers can be ob- 
tained and many uncertainties in the minds of 
hospital administrators, boards of trustees, and 
other hospital governing administrative bodies 
may be set at rest and a concrete program offered 
which will correct the inequalities that have 
existed in the past. 

As I endeavor to present to you the problem 
and solution as the general practitioner has seen 
it, through the medium of our organization, I 
will undoubtedly repeat many things. At the out- 
set I would be most unfair if I didn’t take this 
opportunity of expressing to those of you who 
are not already familiar with the fact that these 
men appearing on this program represent or- 


‘ganizations which have attempted to assist the 


American Academy of General Practice through 
its Hospital Committee, in clarifying the prob- 
lems and obtaining adequate privilege for com- 
petent general practitioners in areas served by 
hospitals approved by them. Certainly all of the 
problems have not been ironed out or this meet- 
ing would not be considered necessary. We have 
tried to consult together in achieving a solu- 
tion and the suggestions which have been ad- 
vanced, and which will be offered here, are the 
result of the thinking and advice of the three 
agencies here represented and of certain repre- 
sentatives of the American College of Surgeons 
who were also consulted. 

One cannot undertake to discuss a subject 
without clearly defining it. Therefore, we have 
accepted the definition for the general practi- 
tioner which was adopted by the American 
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At dinner meeting of Los Angeles County Medical Association. The above photograph taken at the Ambassea- 
dor Hotel, Los Angeles, June 21, shows some of the principal speakers. Left to right: Dr. L. C. Burwell, presi- 
dent of the G. P. Section of the Los Angeles County Medical Association; Dr. John O. Boyd, Roanoke, Virginia, 
chairman of the Hospital Committee of the A.A.G.P.; Dr. Frank R. Bradley, representing the American Hospital 
Association; Dr. Donald Anderson, secretary of the Council on Education and Hospitals of the A.M.A.; and Dr. 
Edward Remmen, chairman of the Board of Trustees of the Los Angeles County Medical Association and 
master of ceremonies for the evening. The paper for discussion was “The Status of the General Practitioner 
in and out of the Hospital.” Dr. Boyd’s paper is published in full in this issue. 


Medical Association in 1946. This definition 
states that “a general practitioner is a legally 
qualified Doctor of Medicine who does not limit 
his practice to a particular field of medicine or 
surgery.” Although seemingly quite specific, 
many questions have arisen and anyone who 
seriously considers this definition realizes that it 
is not as specific as many situations seem to re- 
quire. It resulted in the general practitioner be- 
ing classified in most hospitals as one who did 
uncomplicated obstetrics, a bit of pediatrics, in- 
ternal medicine, and emergency room surgery. 
The attitude regarding this varies, some places 
were more lenient in their interpretation but 
many stuck to the above with the result that a 
general practitioner was essentially an internist 
without the board’s support. We general prac- 
titioners accept the broad definition of the Amer- 
ican Medical Association but oppose the inter- 
pretation which has been cited above and which 
has been rather widely accepted. Our reason for 
this, primarily, that when so interpreted the 
hospital concerned is completely unresponsive 


when a general practitioner applies for any 
privilege beyond that mentioned. This is con- 
trary to our basic thesis which is, simply stated, 
that a man should be allowed to do any pro- 
cedure for which he has been found competent 
by those whose competence in that field is local- 
ly recognized. 

This brings us to a point which should be 
briefly mentioned although it does not have a 
real place in this discussion. This is the basic 
philosophy of the American Academy of Gen- 
eral Practice with regard to this broad problem. 
This has never been set down in so many words, 
but if I may be allowed to express my reaction 
to the discussions which have taken place in the 
several meetings of our committee, it would be 
essentially as follows. First, we thoroughly agree 
with the specialist who is critical of the general 
practitioner setting himself up as a specialist 
in all branches of medicine—this cannot and 
should not be. We feel that we have no fight 
at all with the specialist. Personally, I would not 
be interested in the practice of medicine or sur- 
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It is available on prescription through all pharmacies in slow dissolving 
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*Trade Mark Riker Laboratories, Inc. 
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gery without the benefit of qualified specialists 
who could consult with me regarding many cases 
and to whom I could turn over those cases which 
were beyond my experience. It must be admitted 
that if a large number of men turned to general 
practice, or if the public sentiment wholeheart- 
edly endorses a return to the philosophy of the 
family doctor, then many specialists will find 
themselves unemployed and will have to turn 
to general work in order to “pay the rent.” 
However, this would fall within the cherished 
system of free enterprise in support of which we 
in medicine are crusading today. This is in line 
with the even more basic philosophy of most 
of us in medicine that we must recognize our 
responsibility to the lay public to provide them 
with the very best of medical care and that we 
must find some way in which the cost of medi- 
cal care can be met. As we see this broader prob- 
lem, the answer lies in providing adequate hos- 
pital facilities for the public at large, through 
voluntary hospital insurance, and in reducing 
the cost of professional care by having people 
attended to by the family doctor who would take 
care of the majority of illnesses and ask for con- 
sultation when a “specialist’s” opinion is neces- 
sary in the patient's best interest. 


Professional Competence the Guide 


The second tenet in the philosophy of the 
Hospital Committee lies in our interpretation of 
the basic philosophy that a man should be al- 
lowed to do anything for which he is profession- 
ally competent. It is the feeling that we in medi- 
cine have in the past shelved our responsibilities 
regarding the competence of our colleagues prac- 
ticing with us. Rather than face the unpleasant 
task of actively governing ourselves and nam- 
ing those who are not conscientious in the man- 
ner in which they deal with their patients and 
who undertake procedures for which they are 
generally recognized to be incompetent, we have 
turned to national boards. These have relieved 
us of dealing with the problem locally by virtue 
of their remoteness from the local scene and the 
impersonal way in which their decision can be 
cited. Certainly, they have done much to im- 
prove the standard of American medicine. How- 
ever, today they have reached the point where 
they are attracting many young men into spe- 


cialties primarjly because of the increased re- 
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muneration they may anticipate within a spe- 
cialty and the easier working conditions. It is 
still generally believed that a doctor of medi- 
cine. must be primarily interested in the service 
he may render his patient and, therefore, in the 
patient’s ultimate welfare than in any personal 
gain or consideration, and when such is lost 
sight of, medicine suffers. ; 

As specialization has grown and as a large 
number of men have increasingly closed their 
eyes to problems of medicine as a whole in their 
endeavor to stay within the confine of their ac- 
cepted specialty the doctor himself has suffered, 
for in some instances he is unaware of interre- 
lationships between different systems and organs 
and endeavors to overtreat the particular sys- 
tem or organ in which he is specializing because 
of his ignorance of the others and, to some meas- 
ure, because of his desire to achieve sufficient 
financial return through the treatment of the 
patient concerned. Obviously, medicine suffers 
—it has been increasingly evident both to the 
public and to those in the higher echelons of 
medical organization, that the man aware of the 
patient as a whole is quite frequently in a bet- 
ter position to recognize the specific nature of 
the patient's disease and advise direct therapy 
than is the specialist. I hope that I haven’t tired 
you too much in my effort to show you that we 
in general practice feel that there is a real place 
for us without usurping the position of the qual- 
ified specialist and that we further feel we can 
make a real contribution to the profession as a 


‘whole as well as to the public which we serve. 


What of the general practitioner in his office? 
What will he do? What will the limitations of 
his practice be? We feel that he will primarily 
be the family doctor. This means that he will 
counsel with all members of the family, treating 
their routine ills as they arise. This requires that 
he be interested in psychosomatic medicine as 
well as in the different branches of medicine, 
pediatrics, obstetrics, and surgery, the latter to 
variable degrees. It is not felt that a general 
practitioner be required to practice all branches 
of medicine. There are general practitioners who 
have decided, for one reason or another, that 
they do not care to do obstetrics. This is thor- 
oughly within our understanding, and it is per- 
fectly reasonable that the man feeling this way 
should refer those who require obstetric attention 
to a general practitioner doing obstetrics, or a 


i 
- 
« 
« 
« 
= 
~ 
- 
- 


(of our Special Diet Booklet) 


For men dreaming of a “drumstick,” Page 24 
offers a recipe that’s a reasonable facsimile of 
the real thing. Prepared with Gerber’s Chopped 
Beef and Veal, this tasty, digestible dish was 
planned by qualified dietitians for Bland, Soft, 
Dental or Mechanically Soft Diets. 


Teeming with tempting ideas, Gerber’s Special 
Diet Booklet brings page after page of appe- 
tizers, main dishes, beverages and desserts. Lots 
of them are for difficult Liquid or Low Residue 
Diets, too. 


Appetite-increasing variety is one of the out- 
standing features of Gerber’s Prepared Foods. 
Included: a wide range of Cereals, Fruits, Vege- 


tables, Desserts and Meats. Ready-to- 
serve—or to be used in special recipes. eS 


FREE to use with patients: Special Diet 
Recipe Booklets, Modified Sippy Diets, 
Baby Foods Analysis Folder. Write on your 
letterhead, to Dept. 109-0, Fremont, Mich. 
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specialist in the field, as he sees fit. This like- 
wise applies to all other branches of medicine 
or surgery. 

However, in most instances, the general prac- 
titioner will be the person who will respond to 
a call at home in the event of illness in the 
family or will see in the office the member of 
the family who is ill and will treat the patient to 
such conclusion as the case warrants. When he 
finds himself unable to reach a definitive di- 
agnosis or when his course of therapy is not 
yielding a satisfactory result, he will certainly 
seek consultation. 

How will this practice differ from that of the 
specialist? Only that the specialist in confining 
himself to his specialty would not, even in the 
ofice, treat those conditions not falling within 
it. That this is not true in office practice, in 
many instances, is generally admitted. 


The G.P. in the Hospital 


Now we reach the principal point which I 
wish to cover on your program—the place of the 
general practitioner in the general hospital. That 
this is a problem has been recognized by organ- 
ized medicine, as you have been told by preced- 
ing speakers, for several years, and various efforts 
have been made to find a solution. It is beyond 
question that modern medical schools are train- 
ing their students to properly use laboratory 
and other diagnostic facilities which are only 
available in hospitals. Further certain modern 
techniques and methods of therapy are not fea- 
sible except on an “inpatient” basis. That many 
of these techniques are not too complicated to 
be practiced by anyone basically familiar with 
them is likewise unquestionable. Therefore, it 
becomes imperative, in order to attract men to 
general practice, that when qualified they be 
given hospital privilege. Further, in order to pro- 
tect the public from unwise office practice, quali- 
fied men should be allowed to use hospitals for 
the treatment of their patients, and the public's 
knowledge that this is true, will do a great deal 
to insure against certain procedures being done 
in the office which have in the past been ac- 
ceptable. It will make it a reflection on the man 
who undertakes them outside the hospital where 
close supervision of his technique cannot be 
exercised. 

it is quite likely that few of you will disagree 
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with anything that has been said to date. How- 
ever, the crux of the situation is how can general 
practitioners be integrated without upsetting cur- 
rently accepted staff organization, and how can 
adequate supervision be obtained through the 
currently accepted staff organization? It was the 
recognition of this problem that occupied that 
attention of the Hospital Committee of the A. 
A. G. P. during the past year and resulted in the 
publication of a Manual on the Establishment 
and Operation of a Department of General Prac- 
tice in Hospitals. Certainly we would be naive to 
feel that this would answer every question or 
that it is the last and final word regarding the 
integration of the general practitioner. Never- 
theless, we do feel that it is a concrete beginning 
—an essential first step—and that it is workable. 
It is the result of considerable thought and dis- 
cussion with the application of lessons learned 
in specific hospitals wherever such has been pos- 
sible. We were fortunate in having as advisers, 
representatives of the A.M.A., A.C.S., and in- 
directly, the A-H.A. We have endeavored in this 
manual to draw up a practical expression of the 
basic philosophies which have been previously 
mentioned. Copies of this manual have been sent 
by the A.A.G.P. to the administrators of all gen- 
eral hospitals throughout the country. 

In the time remaining I shall direct your at- 
tention to some of the specific provisions of this 
manual. It gave us a real sense of accomplish- 
ment to receive from Dr. Malcolm MacEachern, 
at the time Director of the A.C.S., a preface to 


this manual in which he stated that “the prin- 


ciples expressed herein will be incorporated in 
the future revision of the Manual on Hospital 
Standardization.” You are all familiar with the 
part that Doctor MacEachern has played and is 
playing in the perfection of hospital staff or- 
ganization throughout the country. The Manual 
of Hospital Standardization, which is published 
by the A.C.S. under his direction, has become 
more or less the Bible for all of those working in 
this field. 


Division of the Hospital Staff 


Although those of you in this audience are 
quite familiar with the Manual of Hospital 
Standardization and the nomenclature of hos- 


pital organization it is nevertheless found nec- 


essary, in order to clarify the issues, to define 
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so effective... 


so Safe?... 


4 Donnatal—one of the most widely employed 


spasmolytics today—derives its ever-increasing 
professional popularity from its dependable 
efficacy and its safety...demonstrated by 
controlled investigative studies,”’**** and by 
gratifying clinical results in daily practice. 

The secret of its success lies in its employment 
of only natural belladonna alkaloids,” 

in precisely and optimally balanced ratios— 
together with a small content of phenobarbital, 
for relief of the psychogenic factor by central 
and peripheral nervous sedation. 


A. H. ROBINS CO., INC, > RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


Hypertonicity, hypermotility 

and spasm of smooth muscle of the gastrointestinal, 
biliary and genito-urinary tracts. Donnatal is 
often effective in angina pectoris, hypertension, 
hyperacidity, parkinsonism and motion sickness. 


> 
~ 
> 


NATURAL 
BELLADONNA ALKALOIDS 
BALANCED WITH 


LABORATORY PRECISION 


dosage Tablets or Capsules: 


1 to 2, three or more times daily (up to 9 
tablets or Lr ecg may be given within 

24 hours without toxic effects). 

Elixir: infants: 2 teaspoonful 2 or 3 times 
daily, as necessary. Children: 1 teaspoonful, 
2 or 3 times daily, as needed. 

Adults: 1 or 2 teaspoonfuls, 3 or 4 times daily. 


== 1. Goodman, L. and Gilman, A.: 
The Pharmacologic Basis of Therapeutics, The 
Macmillan Co., New York, 1941. 2. Kilstein, R. 1.: Rev. 
Gastroenterol., 14:171, 1947. 3. Lee, L. W.: Nebraska 
State Med. J., 34:59, 1949. 4. Morrissey, J. H.: 
J. Urol, 57:635, 1947. 5. Ricci, J. V.: Contributions 
from Dept. of Gynecology, City Hospital, New York, 
1946, New York Medical College, New York, 1947. 
6. Stephens, G. K.: J. Oklahoma St. Med. Assoc., 
42:246, 1949. 
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certain divisions of the hospital staff. The essen- 
tial point of clarification has been the designa- 
tion of a department. It is felt that one must 
recognize certain departments as administrative 
divisions of the professional staff and that cer- 
tain of these departments will then maintain 
services which will render definitive medical 
care. In this regard representation in the staff 
organization would necessarily be by depart- 
ments with each service individually organized 
when it was of sufficient size to warrant such 
organization. The general practice department 
would be made up of men having privileges in 
several clinical services in which they would 
serve under the chief of that service, making no 
effort to organize a duplicate service for the 
rendering of definitive medical care. 

In order to specifically guide a general hos- 
pital desiring to organize a department of gen- 
eral practice, without any concrete ideas as to 
the method of procedure, a method is given 
which will achieve this end. It is not intended 
to be dogmatic but to lend itself to whatever 
rules and regulations are in effect in the hospital 
concerned. Upon the organization of a depart- 
ment of general practice, it is assumed that the 
hospital staff will be organized into at least 3 
departments, these consisting of medicine, sur- 
gery, and general practice. Provision is made for 
the establishment of such other departments as 
the governing board of the hospital feels advised. 

The crux of the whole problem is the profes- 
sional privilege to be accorded the general prac- 
titioner who is a member of the general prac- 
tice department. It is felt that in the establish- 
ment of a general practice department any man 
appointed to it should not lose any privilege 
which he holds at the time of his appointment. 
It is felt that any appointee to this department 
should be qualified, in order to gain such ap- 
pointment, for certain basic privileges which are 
described as: “The practice of internal medicine, 
pediatrics, obstetrics to include outlet forceps, 
episiotomy, cervical and perineal repair and 
surgery as shall be determined for each indi- 
vidual applicant by the credentials committee.” 
The problem of individual privilege within a 
service, beyond the basic privilege cited in the 
preceding sentence, presents the greatest problem. 

!t is assumed that a mechanism will be set up 
whereby an individual may be judged on his 
individual ability as demonstrated in the hos- 
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pital concerned. It is necessary to safeguard the 
hospital, the patient, and the individual apply- 
ing for this privilege and many problems must 
be solved. A solution is offered whereby this 
may be obtained. It is felt that if this suggested 
procedure is followed an applicant may be as- 
sured of an honest and fair hearing and a period 
of observation, if warranted. If refused privilege 
he would not be able to claim that he had been 
discriminated against. 


Responsibilities of G.P. Department 


The remainder of the manual concerns itself 
primarily with clarifying the responsibilities of 
this department, specifically with consideration 
of the general practitioner in the “inpatient” 
section, the “outpatient” section, and in staff ad- 
ministration. In these several relationships it 
endeavors only to insure that the general prac- 
titioner will be equitably represented and fairly 
recognized in these several places. Feeling that 
the general practitioner must concern himself 
with education in the hospital, most specifically 
the training of interns and residents desiring to 
enter this field of medicine and surgery, some 
suggestions and ideas relative to this are in- 
cluded. This manual endeavors to insure for the 
general practitioner the opportunity to avail 
himself of further privilege in any specialty serv- 
ice in which he is qualified, but in the doing to 
guarantee first the best interest of the patient 
and the profession at large. It also endeavors to 


_ set forth for the general practitioner a responsi- 


bility that he must assume toward the hospital 
in being accorded such privilege. 

May I again thank you for the opportunity 
afforded through this meeting. We in general 
practice hope to continue to raise our standards 
through additional and continuing periods of 
training so that we will be able to maintain 
the place earned by those who preceded us in 
this country as “family doctors” and brought 
about the best medical care enjoyed by any 
country in the world. I hope that you are now 
familiar with the sincerity of purpose behind 
the effort made in this direction by the A.A.G.P. 
and the desire of those qualified practitioners 
to integrate themselves into the staff without any 
revolutionary changes for anyone. We believe 
that a method whereby this can be done is now 
available for you. 
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drowsiness minimized... 
allergic patients remain alert... 


Clinical reports describing the use of 
Thephorin in 2564 patients with hay fever 
and other allergies indicate an incidence 
of drowsiness of only 2.92%. In contrast 
with other antihistamines, Thephorin can 
therefore be given to motorists and other 
patients who have to remain alert. Highly 
effective and well tolerated in most cases, 
Thephorin is available in 25-mg tablets 
and as a paiatable syrup which permits 
convenient adjustment of dosage. 


HOFFMANN-LA ROCHE INC ¢ NUTLEY 10 ¢ N, J. 


Thephorin® 
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CHAPTER NEWS 


FroM THE number of announcements of post- 
graduate courses that have been received by the 
news department, this month’s section will be 
devoted primarily to information regarding these 
courses. Since the Academy requires one hun- 
dred fifty hours of medical studies every three 
years (fifty of which must be for attendance at 
formal postgraduate courses), these courses af- 
ford all members the opportunity to acquire the 
necessary credit hours. 

The official policy of the Academy regarding 
the study requirements is as follows: One hun- 
dred of the one hundred fifty hours can be 
made up by attendance at national, state, and 
local medical society scientific meetings, and at 
regular hospital staff clinical meetings. The re- 
maining fifty hours must be for attendance at 
formal study courses. Credit for formal post- 
graduate training will be given for attendance at 
courses given at or sponsored by the institutions 
approved for graduate medical education by the 
Council on Medical Education and Hospitals 
of the American Medical Association. Hospitals 
approved for intern and residency training are 
included. In regard to the foregoing stipulation, 
attendance at courses and meetings not falling 
clearly within the latter definition will not be 
regarded as formal postgraduate training unless 
such course or meeting has been specifically ap- 
proved by the constituent state chapter and then 
referred to the Committee on Education for 
final approval and coordination. 

The amount of credit claimed should be on 
the basis of each hour of actual attendance at 
scientific sessions. 

The New York University Post-Graduate 
Medical School will present a review course for 
general practitioners September 11 through Sep- 
tember 22. This course, designed specifically for 
members of the Academy, will comprise a total 
of sixty hours’ instruction. Included in the ses- 
sion will be the main features of internal medi- 
cine and its subdivisions, as well as dermatology 
and syphilology, pediatrics, neuropsychiatry, 
physical medicine, and the diagnosis and _pre- 
and postoperative care of surgical conditions. In- 
struction will be given in the Bellevue Hospital 
by means of ward rounds, conferences, seminars, 
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IN AN ATTEMPT to determine the quantity of 
medical service as it now exists in the nation 
and its effectiveness in meeting the medical de- 
mands of the people, the Brookings Institution is 
conducting a study of medical service in the 
United States. This two-part study will present 
factual material relating to the availability of 
medical service and will examine proposals and 
possibilities for needed or desirable improvements 
in the quantity and in the effectiveness of the 
methods of distributing medical service. 

The study will be divided into seven cate- 
gories: (1) medical personnel and facilities, (2) 
voluntary and social insurance; the part played 
by (3) industry, (4) labor unions, (5) philan- 
thropy and other voluntary agencies, (6) gov- 
ernment, and (7) public opinion on all phases 
of medical service. 

The American Academy of General Practice 
is collaborating with the Institution by supplying 
information under the first category. 


Can Be Now 


Tue Genera Execrric X-Ray Corporation 
is offering a new service to physicians and hos- 
pitals. A new plan, known as “Maxiservice,” 
has been introduced. Under this plan, doctors 
and hospitals can use xray equipment on a 
rental-service basis, without major investment of 
funds. 

Under Maxiservice, the doctor or hospital pays 
a monthly fee to the General Electric X-Ray 
Corporation and in return receives installation, 
repair service, maintenance service, inspection, 
technical instruction, and tube replacements for 
the rented equipment. Maxiservice covers GE’s 
Maxicon and Maxiscope lines of x-ray equip- 
ment. The Maxicon line can be constructed into 
more than 300 different types and models of 
x-ray equipment, while the Maxiscope line pro- 
vides 44 new deluxe features in design and op- 
eration. 
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In biliary tract disorders, present-day medical 
managethent Bihges on stiniulation therapy and 
non-surgical drainage. A therapeutic plan 

is to flush and drain the hepatobiliary tract by 
increasing the volume of bile while reducing its 
viscosity, solid content and specific gravity. 


This dual action —hydrocholeresis —is evoked in 
full accord with the therapeutic plan by the 


acco rd in g to administration of Decholin and its sodium salt 


a (Decholin Sodium), the most potent hydrocholeretic 
th era p eu t ic agents available. A less pronounced effect attends 
4 ; the use of choleretics, such as combinations of 
pl r bile salts, which produce but slight increase in bile 
of high viscosity—a procedure which may 


HYDROCHOLERESIS / | defeat this therapeutic plan. 


When the therapeutic plan specifies hydrocholeresis, 
Decholin and Decholin Sodium are the indicated 
agents — they are specifically hydrocholeretic. 
Begin therapy with small doses and progressively 
increase the dosage of Decholin Sodium 
(intravenously). This is then followed 

by a course of Decholin Tablets. 


Decholin Decholin Sodiu 4 


# 


Tablets of 3% gr. 


y In 20% aqueous solution: 
bottles of 25,. 100, 3cc., 5 ec. and 10 cc. ampuls; 
$00, 1000 and 5000. boxes of 3, 20 and 100.” 


NX f Decholin, Decholii Sodium, Trademarks Reg. U.S. and Canada 


AMES COMPANY, wed ELKHART, INDIANA 


: Ames Company of Canada, Lid Toronto 
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and clinics. Dr. Charles F. Wilkinson, Jr., is the 
director. Tuition is $100. 

Announcement has been made by the Univer- 
sity of Pennsylvania School of Medicine of a 
session on Current Advances in Medicine and 
Surgery to be held September 25 to September 
29 inclusive. The main meetings will be held 
in the auditorium of the Museum of the Uni- 
versity of Pennsylvania. Registration fee is $100 
for all physicians who are not alumni of the 
Graduate School and $10 for alumni. A de- 
tailed list of the various scientific exhibits and 
demonstrations available in the evenings will be 
furnished at the time of registration. 

Physicians who are planning to spend some 
time in Chicago (Illinois) and who are inter- 
ested in attending clinics or courses at the medi- 
_ cal schools or teaching hospitals in that area 
should write to the Chicago Medical Society, 30 
North Michigan Avenue, Chicago 2. The So- 
ciety prepares a weekly summary sheet of all 
educational programs and clinics. This is avail- 
able upon request. 

On the Society's October schedule is a course 
in Diseases of the Gastro-Intestinal Tract, Liver, 
and Pancreas. The dates are October 23 to 27 
inclusive. A course on Diseases of the Heart, 
Kidney, and Blood Vessels will be given October 
30 through November 3. Both courses will be 
held at Thorne Hall at the Northwestern Medi- 
cal School. Fee for each course is $50. 

Attendance at the Eighteenth Annual Assem- 
bly of the Omaha (Nebraska) Mid-West Clini- 
cal Society October 23 to October 27 inclusive is 
accepted for credit toward the fifty hours’ formal 
postgraduate study required. Guest speakers will 
present addresses, clinics, and roundtable dis- 
cussions. A symposium will be held on the last 
day on the latest developments in the use of 
antibiotics. Topics for panel discussions and lec- 
tures throughout the week include: Jaundice, 
New Drugs, Obstetric Problems, Management 
of Advanced Malignancy, Functional and Or- 
ganic Disorders of the Colon, and Gastrointes- 
tinal Symptoms Due to Extrinsic Organic Eti- 
ology. Scientific and technical exhibits and daily 
motion pictures are also scheduled. 

“Therapeutics as Applied to General Prac- 
tice” will be the theme of the postgraduate 
course sponsored by the Division of Graduate 
Medicine of Tulane University of Louisiana 
School of Medicine, November 6 to 10. The 
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course consists of an intensive review of the 
newer developments in drug therapy and sys- 
temic therapy as applied to general practice. 
Main topics on the schedule include Sympto- 
matic and Supportive Care, Obstetrics, Internal 
Medicine, General Surgery, Gynecology, Pedi- 
atrics, and Psychiatry. The course will be under 
the direction of Dr. R. L. Pullen. Fee is $50. 

A series of clinical lectures and demonstra- 
tions will be given by the Department of Medi- 
cine of Boston University School of Medicine 
and Massachusetts Memorial Hospital each 
Wednesday afternoon November 1, 1950, to 
April 25, 1951. The course, which comprises a 
total of fifty hours, will stress the modern ad- 
vances in diagnosis and treatment of the com- 
mon diseases encountered in medical practice. 
The clinics will be held in the amphitheater of 
the Evans Memorial Building. Dr. Chester S. 
Keefer will be in charge. Fee is $100. Further 
information may be obtained from the Boston 
University School of Medicine, Office of the 
Dean, 80 E. Concord Street, Boston 18. 

October 4 and 5 are the dates of the Post 
Graduate Medical Assembly sponsored by the 
Nashville (Tennessee) Academy of Medicine 
and the Davidson County Medical Society. The 
assembly, which will feature outstanding speak- 
ers, will be held in Nashville. Further details 
are obtainable from Dr. R. H. Kampmeier, De- 
partment of Medicine, Vanderbilt University 
School of Medicine, Nashville. 

Plans have been completed by the Texas 
chapter for a one-day scientific session to be 
held in Fort Worth September 25. Election of 
officers will take place. Dr. R. B. Robins will be 
toastmaster at a dinner party. Among the 
speakers are Drs. Oscar W. Bethea, Franklin 
Murphy, Philip Thorek, and Carl Meyer. Chair- 
man of arrangements is Dr. DeWitt Claunch, 
3101 Travis Avenue, Fort Worth. 

Dr. U. R. Bryner will address the Washing- 
ton chapter at a luncheon September 12 in 
Spokane. Doctor Bryner, who recently returned 
from a trip to England, will speak on the British 
medical system. On the following day, a general 
practice scientific session will be given at the 
state meeting of the Washington Medical Asso- 
ciation. Several general practitioners will pre- 
sent papers. 

The Annual Kansas City Fall Clinical Con- 
ference will be held October 2 to 5 in the Munic- 


i 

¢ 

‘ 

> 


boxing the compass in infant nutrition 


North, East, South, West—for every type of nutritional requirement, there is a 
Borden prescription product scientifically designed to.meet the problem. 


BIOLAC, Borden’s improved, evaporated-type liquid modified milk, provides for 
all the known nutritional needs of early infancy except vitamin C. 


DRYCO, a high-protein, low-fat powdered milk, serves as a valuable food in itself 
and as a versatile base assuring ample protein intake plus vitamins A and D. 
MULL-SOY is the answer to milk allergies—an emulsified hypo-allergenic soy food 
approximating milk. GERILAC, a spray-dried whole milk and skim milk powder, 
supplies elderly patients with high quality protein, calcium and iron, and also vita- 
mins A, D, B and C. BETA LACTOSE promotes normal intestinal flora and acidity 
when used as a carbohydrate modifier. KLIM is powdered pasteurized whole 

milk, spray-dried for rapid solubility, convenient in hot climates and during travel. 


These Borden products conform to the requirements of the Council on Foods 
and Nutrition and the Advertising Committee of the American Medical Association 
and are available only in pharmacies. We welcome inquiries from physicians. 
Write for professional literature and attractive practical Recipe Books. 


The Borden Company, Prescription Products Division 
350 Madison Avenue, New York 17 
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ipal Auditorium in Kansas City, Missouri. 

Stanford University School of Medicine (Cali- 
fornia) announces a postgraduate course for 
practicing physicians which will be given Sep- 
tember 11 to September 15 inclusive. The fee is 
$75. Additional information can be obtained 
by writing or calling the Stanford University 
School of Medicine, 2398 Sacramento Street, 
San Francisco 15. 

Dr. William A. Buecheler, president of the 
New York chapter, informs us that departments 
of general practice have recently been estab- 
lished and are functioning in Manhattan Gen- 
eral Hospital and the Beth David Hospital. Two 
other hospitals, the Bronx Hospital and the 
Lutheran Hospital of Manhattan, have also estab- 
lished departments of general practice. The Man- 
_ ual on General Practice Departments in Hospitals 
which was recently sent to all hospital admin- 
istrators stressing the importance of the general 
practitioner to the hospital curricula, has been 


well received. The Academy has recently had a 
request from Dr. J. Balfour Kirk of the Ministry 
of Health in London for copies of this Manual. 

An interprofessional rally of physicians, den- 
tists, and pharmacists was sponsored by the 
Illinois State Medical Society, the State Dental 
Society, and the State Pharmaceutical Associa- 
tion July 9 in Springfield, Illinois. The subject 
of the rally was “Compulsory Health Insurance 
and What Can You Do to Combat It.” One of 
the principal speakers well qualified to talk on 
this subject was Dr. R. B. Robins. 

Dr. L. J. Pankow, a member of the Academy, 
has recently been elected president of the 
South Dakota Medical Association. We are 
also glad to announce that a chapter of the Acad- 
emy is being chartered in this state, which will 
bring the total number of chapters to forty-five. 

We note with pleasure that the publication 
address has been added to the masthead of the 
Texas chapter’s News Letter. 


Bech- Lee Convinced Ys That 


609 COLLEGE STREET 


The New Direct-Writing Electro Cardiograph 


Could do the job. better! 


Beck-Lee has always built accuracy, simplicity 

and dependability into quartz-string machines. 

Now you are offered these same qualities in a 

direct-writing completely portable unit. Cardi- 

All offers you: 

1. Sharp, clear rectilinear records. 

2. All standard leads plus Wilson ““V” and Aug- 
mented Unipolar. 

. “Springless,”” magnetic, stylus-drive. 

. Extremely high line-voltage stability. 

. No stylus wandering or base-line shifting. 

. Atmosphere- and fatigue-proof galvanometer. 

- Synchronous motor drive. 

. A price that is surprising considering the 
many quality features available to you in 
the Cardi-All 


Ask your Wocher Yay or store to 
demonstrate ‘“‘Cardi-All’’ to you—or write $49 500 
for the complete story to WOCHER’S 


CINCINNATI 2, OHIO 
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new product brief 


PRONESTY L Aydrochloride 


Squibb Procaine Amide Hydrochloride 
for the treatment of ventricular arrhythmias 


What is it? 


Pronestyl Hydrochloride is Squibb procaine amide 
hydrochloride. Structurally, Pronestyl differs from 
procaine only by the presence of the amide group- 
ing (.CO.NH.) in Pronestyl where procaine has the 
ester grouping (.CO.0.) 


How does it act? 


The action of Pronestyl is probably due to a direct 
depressant action on the ventricular muscle. In au- 
ricular arrhythmias, preliminary observations in- 
dicate that Pronestyl slows auricular rate but 
usually does not re-establish normal sinus rhythm. 
At present, Pronestyl is not recommended in the 
treatment of auricular arrhythmias 


When is it indicated? 


In conscious patients, for the treatment of ventric- 
ular arrhythmias. 


During anesthesia, to correct cardiac arrhythmias. 


What are its advantages in ventricular arrhythmias? 
As compared with quinidine: Unlike quinidine, no 
important toxic symptoms have been reported fol- 
lowing the use of Pronestyl orally. In therapeutic 
dosage, Pronestyl orally does not produce the nau- 
sea, vomiting, and diarrhea often caused by quini- 
dine. At high oral dosage, these symptoms may appear. 
Whereas intravenous administration of quinidine 
is hazardous and unpredictable, Pronestyl may be 
given intravenously with relative safety. 
Pronestyl has been found effective in some patients 
who failed to respond to quinidine. 
As compared with procaine: For arrhythmias, pro- 
caine is used only in anesthetized patients because 
its dose in unanesthetized patients is too toxic for 
clinical use. Pronestyl can be used in conscious and 
anesthetized patients. 
Intravenously, Pronestyl is much less toxic than 
procaine. In the recommended intravenous dosage, 
Pronestyl does not cause the central nervous system 
stimulation typical of procaine in conscious pa- 
tients. 
is being rapidly hydrolyzed in 
to pa’ acid and diethyl- 
is not affected by the 
plasma procaine esterase, consequently it is much 
longer acting than procaine. 
Procaine is not used orally because of its instability 
in the organism; Pronestyl can be used orally and 
intravenously. 


What are its side effects? 

Oral administration of Pronesty] in doses of 3-6 
grams per day, for periods of time varying from 2 
days to 3 months, produced no toxic effects as evi- 


denced by studies of the blood count, urine, liver 
function, blood pressure, and electrocardiogram. 
Intravenous administration to patients without 
ventricular tachycardia produced only a moderate 
and transient hypotensive effect in about one-third 
of the subjects. However, during intravenous ad- 
ministration to patients with ventricular tachycar- 
dia, a striking hypotensive effect was almost invar- 
iably present. This disappeared concurrently with 
the establishment of a normal rhythm. Further 
studies are in progress to see whether the drug may 
be given intravenously over a period of time longer 
than five minutes so as to revert the ventricular 
tachycardia without i ti That 
this may be possible is indicated by the fact that 
some episodes of ventricular tachycardia have been 
successfully treated by oral administration without 
significant change in blood pressure. Electrocardio- 
graphic changes: prolongation of QRS and QT in- 
tervals and occasional diminution in voltage of QRS 
and T waves have occurred. 


What is the dosage? 


IN CONSCIOUS PATIENTS 
For the treatment of ventricular tachycardia 
ORALLY: 1 Gm. followed by 0.5-1.0 Gm. every four 
to six hours as indicated. 
INTRAVENOUSLY: 200-1000 mg. (2 to 10 ce. Pro- 
nestyl Hydrochloride Solution). Caution—administer 
no more than 200 mg. (2 cc.) per minute. 
Hypotension may occur during intravenous use in 
conscious patients. As a precautionary measure, 
administer at a rate no greater than 200 mg. (2 cc.) 
per minute to a total of no more than 1 Gm. Elec- 
trocardiographic tracings should be made during 
injection so that injection may be discontinued 
when tachycardia is interrupted. Blood pressure 
recordings should be made frequently during injec- 
tion. If marked hypotension occurs, rate of injec- 
tion should be slowed or stopped. 
For the treatment of runs of ventricular extrasystoles 
ORALLY: 0.5 Gm. (2 capsules) every four to six 
hours as indicated. 


IN ANESTHESIA 
During anesthesia, to correct ventricular arrhythmias 
INTRAVENOUSLY: 100-500 mg. (1 to 5 cc. Pronestyl 
Hydrochloride Solution). Caution — administer no 
more than 200 mg. (2 cc.) per minute. 
How is it supplied? 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles 
of 100 and 1000. 


Pronestyl Hydrochloride Solution, 100 mg. per cc., 


in 10 ce. vials. 
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Lhe Practitioners Bookshelf 


Pain Syndromes. By Bernard Judovich, M.D., and 
William Bates, M.D. Pp. 357. Price, $6.00. F. A. 
Davis Company, Philadelphia, 1949. 


This is the third edition of a book which evi- 
dently has met with widespread approval. Pain 
is such a common complaint and so often very 
little is done to help the patient. This book was 
written by an instructor in neurology, a profes- 
sor of surgery, and a professor of neurology work- 
ing together. They show what they have done in 
the way of relieving the pains which come in 
various parts of the body. The book is well il- 
lustrated and shows where injections of pro- 
caine are to be made. 

Any physician who would like to add greatly 
to his resourcefulness in the practice of medicine 
would do well to read this book and study it 
carefully. 


Arthritis and Allied Conditions. By B. O. Comroe, 
M.D., and J. L. Hollander, M.D. Pp. 1,108. Price, 
$14.00. 4th Ed. Lea & Febiger, Philadelphia, 1949. 


All those many physicians who have loved 
this book will be glad to know that it has not 
been allowed to go out of print. Hollander, with 
the help of sixteen collaborating editors, has 
now brought the book up to date. It is a store- 
house of information for everyone who is inter- 
ested in arthritis. 


Anxiety in Pregnancy and Childbirth. By Henriette 
R. Klein, M.D., Howard W. Potter, M.D., and 
Ruth B. Dyk, M.S. Pp. 111. Paul B. Hoeber, Inc., 
New York, 1950. 


In recent years psychiatrists and obstetricians 
have begun to wonder why some women are 
more anxious and neurotic about pregnancy and 
labor than others are. In order to get answers to 
these questions, the writers studied twenty-seven 
primipara. Unfortunately, most of .the patients 
pear to have been none too intelligent or nor- 
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mal. Many were of foreign parentage. It might 
be even more interesting to study later another 
group of women in a different stratum of society. 

These young women did not show any par- 
ticular emotion about being pregnant. Most of 
them, if they complained, complained because 
they were uncomfortable or limited in their ac- 
tivities. The more stable and mature women 
were inclined to handle this period of their life 
well, while those who were not particularly 
happy to begin with were not very happy during 
pregnancy. 

Interestingly, the behavior during pregnancy 
was not duplicated closely by the behavior in the 
delivery rooms. Some who had gone through 
pregnancy well were stormy during labor, while 
others who were quiet during labor had com- 
plained much during pregnancy. 

One good thing about the book is that the 
authors appear to have studied the matter with 
an open mind and not with a lot of Freudian 
ideas which might have warped their observa- 


tional powers. 


History Taking. By George Blumer, M.D. Pp. 51. 
Price, $1.50. Associates of Yale Medical Library, 
New Haven, 1949. 


This little paper-bound volume is full of the 
sort of wisdom that can be gathered only by a 
man like George Blumer who has been an able 
teacher of medicine all his days. 

As he says, the problem of taking a history is 
complicated by the fact that the patient so com- 
monly omits reference to the most important in- 
formation which he could give. Often it is hard 
to see how he could have left it out. 

As Blumer says, one of the great mistakes be- 
ing made in medicine today is to stop taking a 
history when the diagnosis appears to be made. 
Often that is just the time when the doctor must 
begin taking the sort of history which will tell 


One of a series of reports on 
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Key to a New Era in Medical Science 


THE CLINICAL RESPONSE 
In RHEUMATOID ARTHRITIS 
And Its VARIANTS 


Among the conditions in which Cortone has 

produced striking clinical improvement are: - 

RHEUMATOID ARTHRITIS and Related 
Rheumatic Diseases 


Cases Secondary to Drug Reactions. 


CORTONE is available for use in hospitals 
having facilities for required laboratory 
studies, and also for use in nonhospitalized 
cases a initial therapy in such hos- 

spitals can supply physi- 


MERCK CO.,INc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


Tue usual pattern of response to CORTONE 
begins with diminution in subjective stiffness, com- 
monly within 24 to 48 hours, but sometimes within 
6 hours after the initial dose. In many cases this 
symptom is significantly or completely relieved with- 
in a few days. Next, articular tenderness and pain 
on motion decrease. Finally, swellings of the joints 
diminish, sometimes fairly rapidly and completely, 
but occasionally more slowly and incompletely. 


In many patients, mild soft-tissue deformities of 
the knees or elbows have disappeared within 7 to 10 
days. An increase in muscle strength has been re- 
ported. The extent of return to normal has been 
limited, as must be expected, by the degree of per- 
manent pathologic change present. 


Appetite usually improves rapidly, and many pa- 


ACUTE RHEUMATIC FEVER 

BRONCHIAL ae tients have described a loss of the feeling of malaise 
; an associated with the disease and have experienced a 
t EYE DISEASES, Including Nonspecific Iritis, sense of well-being, occasionally within several hours 
; Iridocyclitia, Uveitis, and Sympathetic after initial administration of the drug. 

Ophthalmia 

: SKIN DISORDERS, Notably Pemphigus, When treatment with CORTONE is discontinued, 
: Angioneurotic Edema, Atopic Dermatitis, signs and symptoms may begin to reappear within 
. and Exfoliative Dermatitis, Including 24 to 48 hours, becoming gradually worse during the 


following 2 to 4 weeks. The degree of relapse varies, 
and is apparently unrelated to the duration of treat- 
ment. In some patients, however, the greater part of 
the remission has persisted for as long as several 
weeks or months. If CorTONE is re-administered 
when manifestations of the disease return, prompt 
remission is again induced. 


ACETATE 
7 for its brand of cortisone, (11-Dehydro-17-hydroxy 21-A ) 
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him how he is to treat the patient. In difficult 
cases one cannot get anywhere without a good 
history. 

Doctor Blumer tells how in his youth he knew 
a wise old general practitioner who made it a 
practice to gather together from time to time 
all his records on some particular disease and 
then to analyze them. A doctor could hardly find 
a better way in which to study medicine. 

Interestingly, at one point Doctor Blumer says, 
“The existence of a male menopause is, in the 
opinion of the writer, so dubious that it is doubt- 
ful whether it is worthwhile to discuss it.” Other 
able men will doubtless agree with him. 

How true, it is, as von Humboldt once said, 
“To behold is not necessarily to observe.” It is 
so sad that in medicine so many physicians fail 
to observe until they have been well taught to 
do so. 

This is a fine little book and one that will 
bring pleasure and profit not only to the stu- 
dent but to his professor. 


More About Psychiatry. By Carl Binger, M.D. Pp. 201. 
Price, $4.00. University of Chicago Press, Chicago, 
1949. 


As many physicians know, Binger writes 
gracefully and well. This book consists of a num- 
ber of essays which make interesting and inform- 
ative reading. He takes up such subjects as the 
mind and the heart, psychotherapy and arterial 
hypertension, medical information and misin- 
formation, the taking of medical histories, and 
psychoanalysis. There is an interesting chapter 
on choosing a mate in life. 


Intestinal Intubation. By Meyer O. Cantor, M.D. Pp. 
333. Price, $7.50. Charles C. Thomas, Springfield, 
Ill., 1949. 


One can find in this well-written and well- 
illustrated book practically everything that any 
one would need to know about passing intestinal 
tubes. There are notes on the nursing care of 
the patient who has a tube down, there is a 
chapter on the responsibility of the surgeon in 
the use of intestinal intubation, and a chapter 
on the role of the roentgenologist. 

This is an important subject because often 
today when a man has an intestinal obstruction, 
his life can be saved by tiding him over with a 
tube. However, one must know which cases to 
treat with a tube and which not. 
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Skin Grafting. By James B. Brown, M.D., and Frank 
McDowell, M.D. Pp. 339. Price, $7.50. Lippincott, 
Philadelphia, 1949. 


This is really more than another edition; it is 
a rewritten book which still contains the best of 
the old edition together with much new ma- 
terial. There are three valuable chapters on 
burns which might well be read by every man 
who has to deal with this type of lesion. 

Very helpful is the authors’ tendency to look 
at the patient not simply as a body on which to 
graft skin, but as a man or woman who has to 
go on through life perhaps crippled in some way. 


Normal Valves in Clinical Medicine. By F. W. 
Sunderman, M.D., and Frederic Boerner, M.D. Pp. 
845. Price, $14.00. W. B. Saunders Company, Phil- 
adelphia, 1949. 


If ever there was a book needed in medicine, 
it was one on what are normal values. So often 
today one finds the patient being treated stren- 
uously for a basal metabolic rate of minus 10 or 
a perfectly normal afternoon temperature of 
99.6°. 

The present book goes far to answer most of 
the questions that doctors would like to have 
answered, and if every physician had a copy on 
his desk, there would be much less treating of 
supposed diseases which are actually slight varia- 
tions from the normal. In some places the au- 
thors wisely publish the frequency distribution 
curves of data. One then sees at a glance not 
only what is the normal or most frequent find- 


_ ing, but also how wide the range of variation is. 


In future editions of the book it is to be hoped 
that more such frequency distributions will be 
published. 

With such an enormous amount of informa- 
tion crammed into the book, it would seem 
churlish to criticize it in any way. The reviewer 
would suggest that in later editions the book be 
divided into two parts; one, a convenient small 
desk book containing information about normals 
for the commonly used tests; the other a large 
book containing the less frequently referred to 
normals. In a later edition, much information 
might be added. For instance, the chapter on 
blood pressure values is inadequate; it could be 
much strengthened by adding the rich data of 
Alvarez, Diehl, and others who worked with 
college students, and the data of Graham who 
studied thousands of children. The normal 


the least 
toxic 
sulfonamide 
studied’ 


Yes, SULFACETAMIDE... the least toxic sulfona- 
mide reported in Lehr's clinical studies ... is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 

1 The established antibacterial power of three sulfas. 

2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 
tablets. 


Pleasant tasting SULFACETAMIDE 


SULFAMERAZINE 
Each teaspoonful or tablet contains 0.5 Gm. (74% 
grs.) of the rapidly soluble sulfonamides 1:1:1 (Merrell) 
*see Lehr, D: Federation Proc. 8:315 (1949) CINCINNATI © U.S.A. “PANSULFA” trade-mark 
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values for the Westergren method of estimation 
of the blood sedimentation rate are given as 1 to 
3 mm. for men and 4 to 7 mm. for women. 
Actually, one can see any number of apparently 
normal men and women who never come to any 
bad end, and yet always have a blood sedimenta- 
tion rate around 30 mm. in an hour. 

The figures for basal metabolic rate worked 
out in recent years by Boothby and Berkson 
from a huge mass of data might well have been 
mentioned. The chapter on body temperature 
should be enlarged, and certainly it should con- 
tain an abstract of the valuable work of Hobart 
Reimann. In getting out another edition, the 
authors would do well to submit each chapter 
to experts in the individual fields. This would 
save them from any omission of the best avail- 
able data. 

But in spite of some such omissions of data, 
the book is a remarkable achievement, and ex- 
tremely valuable. 


Clinical Uses of Intravenous Procaine. By David 
Graubard, M.D., and M. C. Peterson, M.D., Pp. 104. 
Price, $2.25. Charles C. Thomas, Springfield, IIL. 
1950. 


Back in 1872, Orr attempted intravenous an- 
esthesia. Not much was done after that until 
more recently when hedonal was_ injected. 
Sodium amytal was used in 1929, and in 1935 
Lundy introduced the use of Pentothal sodium 
which is now so helpful and so universally used. 

In 1945, McLachlin decided that in the man- 
agement of postoperative pain the injection of 
procaine hydrochloride into the veins was bet- 
ter than injections of morphine. Later, intrave- 
nous procaine was advised for the management 
of sprains and fractures. It was found helpful in 
delayed serum sickness, in labor, and in cases of 
gangrene of the toes. 

Some men who have used this technique have 
felt that it was of little use and the relief ob- 
tained too temporary. Other men are enthusias- 
tic about their results. Graubard and Peterson 
say that they have given over 4,000 intravenous 
infusions of procaine without serious complica- 
tions, so such infusions cannot be very danger- 
ous. It is best, however, first to put a drop under 
the skin to see if there is any marked allergic re- 
action to the drug. 

The procedure has been used to relieve gen- 
cralized pruritus, to relieve the pain of burns 
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and of acute arthritis. Because of the rapid de- 
struction of the procaine in the blood, one would 
not expect very lasting results, but according to 
some writers the results often are surprisingly 
lasting. 


The Nose: An Experimental Study of Reactions With- 
in the Nose in Human Subjects During Varying 
Life Experiments. By T. H. Holmes, M.D., Helen 
Goodell, M.D., Stewart Wolf, M.D., and Harold 
G. Wolff, M.D. Pp. 124. Charles C. Thomas, 
Springfield, Ill., 1949. 


These authors have studied the relation of the 
nose to emotions, vasomotor changes, and sexual 
functions. 

As one would guess, this is an interesting book 
and one that throws light on many of the prob- 
lems that are put to the physician. Day after 
day, consultants in a big clinic will send patients 
to the nose and throat men because the people 
think they have sinusitis. Often they have been 
treated extensively for sinusitis. But a good con- 
servative nose and throat man will report that 
there is no sign of sinusitis; there is no pus in 
the nose, and all he can say is that the nose is 
oversensitive and reactive, much like the rest of 
the patient. It is subject to vasomotor changes 
and to allergens. 

All men who are interested in such problems 
will want to read this book. 


Paviev: A Biography. By B. P. Babkin, M.D. Pp. 365. 
Price, $6.00. The University of Chicago Press, 
Chicago, 1949. 


This book on the great Russian physiologist 
was written by his most distinguished pupil, a 
man who for years was his first assistant. Babkin 
brought to his task an extensive knowledge of 
the man and his work, a decided feeling of ad- 
miration, but also an honesty which caused him 
to give a picture of a man who was far from 
a lovable character. Pavlov was often irascible 
and would explode violently in the faces even 
of his friends. In many ways his “life” is not 
interesting because he had practically only one 
interest, and that was his laboratory. 

But somehow Babkin produced a book which 
is very interesting. It is a human book and it 
also throws much light on the psychology of 
educated Russians. 

This is a fine book to leave by the side of the 
bed, for the last hour of reading after a busy day. 


One out of three 
is tired and nervous 


Low-dosage sedation; 
High-dosage B-complex therapy 
containing Vitamin 


For the patient with 
undue nervousness and 


poor appetite 


ELIXIR VITAMINS B-COMPLEX 
WITH PHENOBARBITAL 


in a delightfully 
appetizing base 
containing 

sherry wine. 
Excellent as 

a medication and 

as a vehicle for other 
water-miscible 
therapeutic agents. 


® 


Wyeth \ncorporated 


Philadelphia 3, Pa. 
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Oral and Facial Cancer. By B. G. Sarnat, M.D., and 
Arthur Schour, M.D., Pp. 300. Price, $6.00. The 
Year Book Publishers, Inc., Chicago, 1950. 


This is a most interesting-looking book writ- 
ten by two men who know their subject, and, 
who besides, are excellent teachers. Their illus- 
trations are well done. 

This is a particularly important book because 
cancer of the mouth and the face is so common. 
Curiously also, old people are so likely to let a 
lesion on the lip or tongue or face go untreated 
until it is big and has sent out metastasis. 

This book will be of use not only to the sur- 
geon who is skillful enough to perform the dif- 
ficult operations needed on the jaws and tongue, 
but to the general practitioner who has to make 
the diagnosis early, and who then must be able 
to tell the patient what he should do. 


Progress in Clinical Endocrinology. Edited by Samuel 
Soskin, M.D. Price, $10.00. Grune & Stratton, New 
York. 


The subject of endocrinology is enlarging so 
rapidly that it is extremely difficult for any one 
man to be able to write with authority on all 
parts of this specialty. Dr. Samuel Soskin, fully 
aware of this fact, very wisely obtained the serv- 
ices of ninety-one authors. Each author is well 
recognized as an authority in his field, and each 
discusses one aspect of the whole subject. Of 
course, some discussions are better than others, 
but in general it is safe to say that nowhere else 
can the reader obtain better or more up-to-the- 
minute information than has been collected in 
this volume. 

Physicians who are looking for a didactic 
outline describing short cuts in diagnosis and 
specific instructions for therapy should not pur- 
chase this book. It should be acquired and used 
only by those who are aware of the confusion 
and uncertainty which exist in this important 
field, but who are anxious to know what vari- 
ous authorities regard as the latest and best in 
information. —E. H. Ryngarson, M.D. 


Delayed Union of Fractures of the Long Bone. By 
Kenneth W. Starr, F.R.C.S., Surgeon, Sydney Hos- 
pital, New South Wales. Pp. 215. Price, $9.00. The 
C. V. Mosby Company, St. Louis, 1947. 


This is a Jacksonian Prize Essay which was 
written while conducting a busy Surgical Di- 
vision in a large military hospital. It deals with 
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the causation and treatment of delayed union 
of fractures of the long bone. It is of greatest 
value to industrial surgeons and orthopedists. 
It will be of little interest to the general prac- 
titioner unless he is especially interested in the 
subject. —R. B. M.D. 


Predicting Success in Proiessional Schools. By D. B. 
Stuit and others. Pp. 187. Price, $3.00. The Amer- 
ican Council on Education, Washington, D. C., 
1949. 


Many a physician sending his son to college 
must wonder at times whether the boy has all 
the requisites for success in medicine. This vol- 
ume might interest the doctor because it deals 
with the problems of attaining success in several 
professional fields. There is a chapter on the 
guidance of administrators and counselors in the 
selection of students. There is a series of chap- 
ters on the techniques used to predict the prob- 
able success in the training programs in the 


several professions. 


Handbook of Obstetrics and Diagnostic Gynecology. 
By Leo Doyle, M.D. Illustrated by Ralph Sweet. 
Price, $2.00. University Medical Publishers, Palo 
Alto, Calif., 1950. 


This is a tremendously helpful handbook 
conveying the essentials of obstetric diagnosis 
and management and gynecologic diagnosis. The 
material is brief, up to date, clear, and so well 
organized that it is possible to find any desired 
information quickly. The illustrations are well 


‘done and helpful. 


—Rarpn L. M.D. 


Tuberculosis. By John B. McDougall, C.B.E., M.D., 
F.R.C.P. (Edin.), Section of Tuberculosis, World 
Health Organization; Honorary Medical Advisor, 
British Legion Village. Preston Hall, Kent, Eng- 
land. Price, $6.00. The Williams and Wilkins 
Company, Baltimore, 1949. 


This book is based on a world-wide study of 
the incidence of tuberculosis, factors influencing 
its morbidity and mortality rates, and methods 
of studying tuberculosis in a community. Each 
aspect of study is considered, including financ- 
ing, use of BCG vaccine, environmental factors, 
and education. Each country is considered in 
relation to its tuberculosis problem. 

—Rarpu L. Gorrett, M.D. 
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patients 
with Chronic Arthritis treated with 
Cortilin Aqueous and Sodium 

physicians report: 
Diminished Pain 878 (73.7%) patients 
Increased Mobility 750 patients 


To Abolish Pain and Increase Mobility in Chronic Arthritis 


“IMPROVEMENT WAS ASTOUNDING” 
‘*. .. five minutes after the injections the articular years: after one combined injection, she sat up 
pain began to diminish and the articular mobility | with ease and moved her arms and legs about 
began to increase. Fifteen to thirty minutes later, freely; all her pain had gone. It was noted that 
the pain had practically disappeared and the mobil- _ the skin became warmer and redder in the articu- 
ity improved as much as the anatomical changes in _|ar regions after the injection. Some patients be 
the joints and muscular atrophy would allow. Allthe came greatly exhilarated after the injections— 
patients reacted in a similar way. In some cases more than one would expect from the mere relief 
the improvement was astounding. One of the pa- _ of pain.” 
tients was completely crippled by pain and con- —— 


, Bog Lewin, E. and Wassen, E.: Effect of Combined Injections of Deoxycortone 
tractures after rheumatoid arthritis for fifteen  Acetateand Ascorbic Acid on Rheumatoid Arthritis, Lancet (Nov. 26) 1949. 


By the Makers of the following 
Council-Accepted Products: 


PROGESTERONE AQUEOUS SUSPENSION ~ ¢ 
AQUEOUS SUSPENSION OF ESTROGENS 
SOLUTION OF ESTROGENS IN OIL 
AMINOPHYLLIN SOLUTION 


SOLUTION SODIUM ASCORBATE 


SOLUTION PROCAINE HYDROCHLORIDE LABORATORIE S, IN C. 


SOLUTION PYRIDOXINE HYDROCHLORIDE LABORATORY PARK, BOX 1139, DECATUR, ILLINOIS 


SOLUTION THIAMINE HYDROCHLORIDE 
LINCOLN of TEXAS Laboratories, Inc., Houston, Texas 
SOUTHWESTERN SUBSIDIARY 
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Streptomycin, Its Nature and Practical Application. 
Edited by S. A. Waksman, M.D. Pp. 618, Price, 
$10.00. The Williams and Wilkins Company, Bal- 
timore, 1949. 


As one would expect, this is a splendid book 
and one that will interest all bacteriologists and 
physicians. For the most part it is highly tech- 
nical, and to a large extent it is a reference book 
for research workers. All phases of the subject 
are taken up by a big group of workers, all out- 
standing specialists in their fields. 

Students of the history of medicine will like 
to have a copy, if only because this volume rep- 
resents a great landmark in the development of 


medicine. 


Handbook of Physical Medicine and Rehabilitation. 
By the Council on Physical Medicine and Rehabili- 
tation of the American Medical Association and 29 
contributors. Pp. 573 with 56 illus., 25 tables. Price, 
$4.25. The Blakiston Company, Philadelphia. 


This is a moderate-sized book full of depend- 
able information written by many outstanding 
teachers under the auspices of the Council on 
Physical Medicine and Rehabilitation of the 
A.M.A. Physical Medicine is defined as the di- 
agnosis and treatment of disease by various non- 
medical means. Rehabilitation includes all the 
medical, psychological, and social services where- 
by a person recovering from disease or injury is 
taught to live, and if possible to work, with what 
he has left. Just about a year ago, this new spe- 
cialty was born and residencies set up to encour- 


age study in Physical Medicine and Rehabilita- 


tion (joint terminology similar to OB and Gyn.). 
The handbook is the official A.M.A. manual for 
this purpose and may be supplemented by 
speakers, slides, films, and exhibits obtained by 
writing to the secretary of the Council. 

It covers the subject from A to Z, including 
detailed discussions of equipment, indications, 
and methods of using heat, medical diathermy, 
ultra violet, massage hydrotherapy, electrother- 
apy, etc. Their use in general and in specific 
diseases is carefully described. Therapeutic ex- 
ercise, occupational therapy, artificial limbs, and 
all other phases of rehabilitation are given with 
exact directions and special concern for each 
muscle or muscle group. 

The handbook covers many everyday prob- 
lems of general practice. It gives new advice on 
therapy for problems considered to have been 
settled a century ago. 

—H. K. Marcy, Jr., M.D. 


The Physiology of Tissues and Organs. By Douglas 


H. K. Lee, M.D., Professor of Physiological Clima- 
tology, Johns Hopkins University, Baltimore, Mary- 
land. Price, $4.00. Charles C. Thomas, Springfield, 
Ill., 1950. 


To the practitioner who wishes to review his 
physiology readily and to the student who 
wishes to learn the fundamentals of physiology, 
this little text will be helpful. The author has 
made physiology brief, clear, and interesting, a 
welcome contrast to the huge tomes otherwise 
available. The illustrations are helpful. 

L. M.D. 


Cost of Government Can Be Treduced 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it. The Hoover Commission found, for example, that: 

The federal government owns 848,567 typewriters used by only 235,000 persons. That's 3.6 


typewriters for every employee who uses one. 


£ 
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Beneficial 
cough reflex 
stays... 


Kxhausting 
cough 
goes... 


MERCODOL provides prompt, selective relief that doesn’t interfere with 
the cough reflex needed to keep throat passages and bronchioles clear. 


This complete, pleasant-tasting prescription contains a selective cough- 
controlling narcotic’ that doesn’t impair the beneficial cough reflex... 
an effective bronchodilator’ to relax plugged bronchioles . . . an expectorant’ 
to liquefy secretions. Remarkably free from nausea, constipation, retention 
of sputum, and cardiovascular or nervous stimulation. 


MERCODOL 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 
An exempt narcotic 


MERCODOL with DECAPRYN® Each 30 cc. contains: 


1 Mercodinone® 10.0 
for the cough with a 2 Nethamine® Hydrochloride 0.1 Gm. 
specific allergic basis. 3 Sodium Citrate 1.2 Gm 
CINCINNATI ¢ U.S.A. 
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National 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


SranLey R. Truman, M.D., President, 1904 Franklin Street, Oakland 12, California 
Jason P. Sanvers, M.D., President-elect, 3218 Line Avenue, Shreveport, Louisiana 
D. G. Miter, Jr., M.D., Vice-President, Morzantown, Kentucky 

U. R. Bryner, M.D., Treasurer, 413 Medical Arts Building, Salt Lake City, Utah 

R. B. Ropins, M.D., Speaker of the Congress of Delegates, Camden, Arkansas 


Louis H. Weiner, M.D., Vice-Speaker of the Congress of Delegates, 4025 Girard Avenue, 
Philadelphia, Pennsylvania 


Mac F. Canat, J.D., Executive Secretary and General Counsel, Broadway at Thirty-fourth 
Street, Kansas City 2, Missouri 


Board of Directors 


Arcu Watts, M.D., Chairman Joun O. Boyn, Jr., M.D. 
17201 West McNichols Road 820 South Jefferson 

Detroit 19, Michigan Roanoke, Virginia 

Rosert M. Lemmon, M.D. A. Buecuecer, M.D. 
155 South Main Street 1521 Grant Boulevard 

Akron, Ohio _ Syracuse, New York 

H. T. Jackson, M.D. W. B. Hivpesranp, M.D. 

602 West Tenth Street 216% Main Street 

Fort Worth, Texas Menasha, Wisconsin 

Lester D. Brster, M.D. Merritt SHaw, M.D. 

445 North Penn Avenue 1532 East McGraw Street 
Indianapolis, Indiana Seattle 2, Washington 

Paut A. Davis, M.D. E. C. Texter, M.D., ex-officio 
633 East Market Street 7457 Gratiot 

Akron, Ohio Detroit 13, Michigan 


Executive Committee 
Stan.ey R. Truman, M.D. Arcu Watts, M.D. 


U. R. Bryner, M.D. Lester D. Bister, M.D. 
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Authoritative reports both published and in press 
acclaim the greater margin of safety of this drug. 


(1) Bickel, G., and Della Santa, R.: A New Synthetic Anticoagulant, the ethyl ester of dicumarinyl acetic acid. Rev. 
med. de la Suisse Rom. 69, No. 9 (September 25) 1949. (2) Burke, G. E., and Wright, Irving S.: A New Coumarin 
Anticoagul. (Tr ) 4,4 dihydroxy dicumarinyl ethyl acetate: Preliminary Report of Its Action. Bull. New York 
Acad, 26 :264, 1950. (3) Burt, C. C.; Wright, H. P., and Kubik, M.: Clinical Tests of a New Coumarin Substance. Brit. M. J. 
1250, (December 3) 1949. (4) Della Santa, R.: A New Synthetic Anticoagulant, Tr (G. 11705): Schweiz. Med. 
Wehnschr. 79:195 (March 5) 1949. (5) Della Santa, R.. and von Kaulla, K. N.: Hypoprothrombinemia Ind d in Pati 
with Liver Disease. Helvet. med. acta. Series A. 16, 251-257, 1949. (6) Deutsch, E.: Experiences with Tromexan, 

A New Anticoagulant of the Dicumarol Series. Schweiz. Med. Wchnschr. 79:1010 (October 22) 1949. (7) Gianella, C. V., 
and von Kaulla, K. N.: Detectability of Ethyl Esters of 3,3’-dicumarinylacetic acid and Dicumarol in Human Blood. 
Experientia 3:125, 1949. (8) Gruber, C. E.: Personal communication. (9) Lian, C.; Siguier, F.; Welti, J. J.; Piette, M.; 
Coblentz, B., and Trelat, J.: Reflections on a New Anticoagulant. Bull. et. mem. Soc. d. Hop. de Paris 66:110, 1950. 

(10) von Kaulla, K. N., and Pulver, K.: Animal Experiments with a New Antithrombotic Agent, Tromexan. Schweiz. 
Med. Wchnschr. 78:806 (August 21) 1948. (11) Pulver, R., and von Kaulla, K. N.: The Absorption and Biological 
Inactivation of the New Antithrombotic Drug “Tromexan.” Schweiz. Med. Wehnschr. 79:956 (October 2) 1948. 

(12) Reinis, von Z., and Kubik, M.: Clinical Experiences with a New Preparation of the Coumarin Series. Schweiz. 
Med. Wchnschr. 78:785 (August 14) 1948. (13) Solomon, C.; McNeile, H. J., and Lange, R.: Experience with the New 
Anticoagulant, B.O.E.A. J. Lab. & Clin. Med. 36:19 (July) 1950. (14) Wright, Irving S.. and Burke, G. E.: Circulation. 
In Press. (15) Wright. Irving S.; Sorenson. C. W.. and Burke, G. E.: Experimental and Clinical Experiences with the New 
Anticoagul Tr and Paritol. Twenty-third Scientific Session, Am. Heart Association, June 23, 1980. 


Originators of DDT insecticides, the worldwide Geigy organization 
—established in 1764—has a noteworthy history in the production of syn- 
thetic organic compounds. Leadership in organic research and synthesis 
has led to the development of original pharmaceuticals now widely pre- e 


scribed throughout the world. 


Among its more recent advances, Geigy has introduced two totally new 
compounds: EURAX® Cream, antipruritic and scabicide and PANPARNIT,™-™- 
for parkinsonism. Now, an outstanding development in anticoagulant 
therapy—TROMEXAN—is presented to the medical profession. 
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